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Grieving allows us to heal, to remember with love rather than pain.
It is a sorting process.
One by one you let go of things that are gone
and you mourn for them.
One by one you take hold of the things that have become a part of
who you are and build again.
—Rachael Naomi Remen

Happiness has gone out of our lives;
Grief has taken the place of our dances.
—Lamentations 5
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Preface

Twenty-five years have passed since the first edition of Grief Counsel-
ing & Grief Therapy was published. In these 25 years there have been
anumber of challenges and changes to the field. Some have challenged
the effectiveness of grief counseling, while others have suggested that
it can have a negative effect on some mourners. Is grief counseling
unnecessary, ineffective, and harmful? I want to address these issues
in this edition of the book.

Still others have wanted to challenge the tasks of mourning by
suggesting that they are nothing other than stages of mourning, and
that this stage theory of mourning is passé. This belief is based on a
limited understanding of the task model and a failure to keep abreast
of its development through the earlier editions of the book.

Others support the task of mourning idea but put their own spin
on how and when these tasks should be accomplished. For example,
the dual process of mourning approach of Schut and Stroebe covers
the tasks but does so in an oscillating fashion. Doka, Corr, and Rando
have each increased the number of tasks and come up with an alterna-
tive model.

I still believe that the task model is a useful way to think about the
process of mourning, but I have modified it and made some changes
in this edition of the book. Readers will notice that the mediators of
mourning now has its own chapter. These mediators affect how the
tasks are adapted to or not. While bereavement is a universal phe-
nomenon, the experience of grief is not. These mediators account for
much of this individual difference.

Task IIT has been reformulated as “adjusting to a world without
the deceased” and has been divided into three subtasks: external, in-
ternal, and spiritual tasks. These subtasks were included in the third

Xiii



Xiv Preface

edition, but some apparently missed this, so I have tried to make this
emphasis clearer and link it with current research findings, including
those having to do with meaning making.

Readers of earlier editions will understand how task IV has evolved
from its original conceptualization of “emotionally withdrawing from
the deceased so that emotional energy can be reinvested in other re-
lationships.” This early Freudian notion gave way to object relations
thinking, where the task involved “keeping the deceased in one’s life
but emotionally relocating the deceased so that one can move forward
with one’s life.” Currently, a good definition of this fourth task, which
is supported by research on continuing bonds, would be: “To find an
enduring connection with the deceased in the midst of embarking
on a new life.” Select a definition that makes the most sense to you in
understanding your personal loss experience as well as in understand-
ing what is going on with your clients. I do think that a fourth task is
needed to round out one’s overall adaptation to the loss. Incidentally,
I prefer to use the word “adaptation” rather than words like “recov-
ery” or “resolution.”

Special acknowledgments are due a number of people who
assisted me with this project. I would like to thank Robert Cochran
for his help in tracking down the vast amount of recent literature.
My appreciation is also extended to Karin Worden, Jim Monahan,
Carlos Canales, Sharon Hsu, and Jason Smith for their assistance, and
Sheri W. Sussman, vice president, Editorial, at Springer Publishing
Company, who has added her wisdom and encouragement for all four
editions of this book.

The professionals in the Worden group, which meets monthly for
support and supervision, have inspired me and clarified my thinking.
These include Dennis Bull, Ann Goldman, Linda Grant, Bill Hoy,
Annette Iverson, Michael Meador, Ron Ritter, Barbara Smith, and
Stephanie Thal. And, as always, my family and friends provided im-
portant emotional support.



Introduction

Over the 25 years since the first edition of this book was written, there
have been a number of new concepts introduced into the field of grief,
loss, and bereavement. Before we get into the content of this fourth
edition, I would like to highlight some that I believe are worth noting.
Many of these appeared during the past 10 years, and some of these
I discuss in more detail in the book. Although tempted to put these
into the top 10 in order of importance as the E-Channel does, I will
merely list them. They are all important.

WHAT IS THE NATURE OF COMPLICATED
BEREAVEMENT?

For years, most of those working with complicated mourning and
grief therapy have used terms like “chronic grief,” “delayed grief,” and
“exaggerated grief” to delineate the diagnosis of those with compli-
cated bereavement or complicated mourning. In fact, some of these
concepts were defined by consensus when Beverly Raphael and
Warwick Middleton (1990) did a survey to determine which terms
were the most frequently used by leading therapists in the field.
Although there was a surprising degree of consensus, the problem is
that complicated grief is a V code in the DSM, and V code diagnoses
do not qualify for third-party payment through insurance carriers.

1



2 Grief Counseling and Grief Therapy

Another problem has been the lack of precise definitions of these
terms, which makes rigorous research of them difficult. The easiest
solution has been to do research using well-defined pathological en-
tities like depression, anxiety, and somatization, for which there are
good standardized measures. Although these clinical entities may be
part of the mourner’s experience, they clearly are not measures of
grief. There were a few measures of grief like the Texas Revised Grief
Inventory and the Hogan Grief Reaction Checklist, but most were
normed on a clinical population.

Beginning with the work of Holly Prigerson and Mardi Horowitz,
there has been a 10-year-plus attempt to come up with a diagnosis
of complicated grief that would be acceptable to go into the DSM-V,
scheduled for release in 2010. Such a diagnosis would make insurance
money available for the treatment of patients with this diagnosis and
would make research funds available for further investigation on this
clinical entity. Details on this diagnosis and its development can be
found in chapter 5.

DISENFRANCHISED GRIEF

This term, coined by Ken Doka and further developed by Attig (2004),
has been an important addition to the field. Although Doka’s first vol-
ume came out in 1989, he updated the concept in a second volume
that came out in 2002. Disenfranchised grief refers to losses in the
mourners life of relationships that are not socially sanctioned. A clas-
sic example would be the death of someone with whom the mourner
is having an affair. If this affair is not widely known, the mourner
will not be invited to participate in the funeral rituals and may not
receive the social support that many people find helpful after a death.
Alternate lifestyles may not be socially sanctioned, and the friend or
lover may be ostracized by the dead person’s family. There are nu-
merous other examples of disenfranchised grief and there are sugges-
tions in this book for reenfranchising some of these losses to aid the
mourner in adapting to the loss.

Aaron Lazare (1979), an early colleague at Massachusetts General
Hospital, talked about two kinds of loss that are directly related to
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this concept of disenfranchised grief. Socially negated losses are those
losses that society treats as non-losses. Examples of this would be preg-
nancy losses either spontaneous or induced. The second kind of loss
related to disenfranchised grief would be socially unspeakable losses.
These are specific losses about which the mourner has a difficult time
talking. Common examples would be deaths by suicide and death by
AIDS. Both of these losses carry some stigma in the broader soci-
ety. One intervention that can be helpful to those experiencing these
types of losses can be assisting them in talking about them and ex-
ploring their thoughts and feelings about the death. Reenfranchising
suggestions for these types of losses can be found in chapter 7 of this
volume.

CONTINUING BONDS

Attachments to the deceased that are maintained rather than relin-
quished have been called continuing bonds. This is not an entirely
new concept. Shuchter and Zisook (1988) noted that widows in their
seminal studies in San Diego maintained a sense of their loved one’s
presence for several years after the death. In the Harvard Child
Bereavement Study, Silverman, Nickman, and I observed ongoing
connections with the dead parent among a large number of these
bereaved children. For most it was a positive experience; for some
it was not. The book by Klass, Silverman, and Nickman titled Con-
tinuing Bonds: New Understandings of Grief (1996) pulled together
information from our study and several others to promote the notion
that people stay connected with the deceased rather than emotionally
withdrawing, as was the notion promoted by Freud.

This new concept was not embraced by all and questions soon
arose as to whether continuing bonds can be adaptive for some and
maladaptive for others? Are continuing bonds actually associated
with a healthy ongoing life? A lot of this controversy is based on the
lack of good research evidence for the efficacy of continuing bonds.
As more research is done, some of these questions will be resolved.
Essentially, the questions center around five main issues: (1) What
types of bonds are the most helpful in the adaptation to loss? These
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would include objects from the deceased (linking and transitional
objects, keepsakes), a sense of the deceased’s presence, talking to the
deceased, introjecting the deceased’s beliefs and values, taking on
characteristics of the deceased, and the like. (2) For whom are con-
tinuing bonds helpful, and for whom are they not? This necessitates
the identification of subgroups of mourners; the concept should not
be applied to everyone. One promising approach to this is to look at
the mourner’s attachment style in relationship to the deceased. In
the case of anxious attachments that can lead to chronic grief, hold-
ing onto the deceased may not be adaptive. Some mourners need to
relinquish and move on (Stroebe & Schut, 2005). (3) In what time
frame are continuing bonds the most adaptive and when are they less
adaptive—closer to the loss, farther from the loss? (Field, Gao, &
Paderna, 2005). (4) What is the impact of religious and cultural dif-
ferences on maintaining healthy bonds? This would include beliefs
and rituals that promote a connection and memorialization of the
deceased in various societies. (5) What is the relationship between
maintaining a continuing bond with the deceased and relocating
the deceased, which is an important part of Worden’s fourth task of
mourning? More on bonds can be found in chapter 2.

MEANING MAKING

Meaning reconstruction and meaning making, concepts introduced
and promoted by Robert Neimeyer, have been an important emphasis
in the field over the past 10 years. He sees meaning reconstruction as
the central process faced by bereaved individuals. This reconstruction
is primarily accomplished through the use of narratives or life stories.
When unanticipated or incongruous events such as the death of a loved
one occur, a person needs to redefine the self and relearn ways to en-
gage with the world without the deceased. The person cannot return
to a pre-loss level of functioning but learns how to develop a mean-
ingful life without the deceased loved one. This is central to my third
task of mourning, in which the mourner must learn to adjust to a world
without the deceased. Death can challenge one’s assumptions about
the world (spiritual adjustments) and one’s personal identity (internal
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adjustments). Bereaved individuals have serious questions such as:
“What will my life look like now?” “What did the deceased’s life mean?”
“How can I feel safe in a world such as this?” and “Who am I now that
this death has occurred?” (Neimeyer, Prigerson, & Davies, 2002).

I think it is important to note, however, that some deaths do not
challenge personal meaning making in any fundamental way. Davis
and colleagues (2000) conducted research on two different bereaved
populations and found that 20%-30% of the bereaved individuals
appeared to function well without engaging in the process of mean-
ing making. Of those who searched for meaning, fewer than half
of the individuals found it even over a year after the death. Those
who did find meaning, however, were better adjusted than those who
searched and didn’t find it, but, interestingly, for some the quest to
understand continued even after meaning was found.

Neimeyer (2000), commenting on the Davis research, makes note
that the majority in the studies were struggling with meaning mak-
ing and these should be helped with this process. But, he cautions
the counselor about initiating this process if it does not occur spon-
taneously. He concludes his comments with an important distinction:
meaning making is a process, not an outcome or achievement. The
meanings associated with death loss are constantly revised. We see
this clearly in our work with bereaved children, who, as they age and
pass through new developmental stages, ask: “What would my parent
be like now?” and “What would our relationship be like now that I am
graduating college, getting married, etc?” (Worden, 1996). More on
meaning making as a task of mourning can be found in chapter 2.

RESILIENCE

When Phyllis Silverman and I studied 125 parentally bereaved chil-
dren over a 2-year period after the death, we noted that children
fell into one of three groups. The first was the group of children
(approximately 20%) who were not doing well during the 2 years after
the death. Since our research grant came from the NIMH for a study
intended to identify bereaved children at-risk and prevent problem
outcomes, this group became a major focus of our study. Could we
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identify at-risk children early after the loss so that early intervention
might be offered to prevent later negative sequelae from the death?
However, we also noticed a second smaller group of children who
seemed to be doing very well, and we identified them as resilient
children. Their academic performance, social life, communication
about the deceased, self-worth, sense of control, and healthy identifi-
cation with the dead parent were all on the high side. The third and
largest group was “making do” during the first 2 years of bereavement
(Silverman, 2000; Worden, 1996).

Thanks to the work of George Bonanno (2004), we have begun
to look at resilient bereaved individuals. These are people who adapt
well to the loss and are not in need of either counseling or therapy.
I think this focus is overdue.

In Arizona, Irwin Sandler, Sharlene Wolchik, and Tim Ayers
(2008) have added to our thinking on resilience. Like myself, they
prefer the term “adaptation” to “recovery.” Those mourners who make
a good or effective adaptation to the loss have made a “resilient adap-
tation.” Sandler’s group has identified both risk and protective factors
in their study of parentally bereaved children and their families that
lead to a good (resilient) or a less good adaptation to the loss. By fo-
cusing on positive as well as negative outcomes, a resilient approach
goes beyond the more narrow focus of pathological outcomes. It is
interesting that the risk and protective factors found in Arizona fami-
lies are similar to those Silverman and I found in the Harvard study.
Multiple factors at both the individual and social environmental levels
are at work here, so Sandler’s group calls their theory a contextual
framework on adaptation. Individuals are seen as nested within fami-
lies, which are in turn nesting within communities and cultures. This
fairly new research and thinking on resilience in bereavement holds
promise for our understanding of grief and loss. More on this can be
found in chapter 3.

TRAUMA AND GRIEF

Like depression and grief, trauma and grief share many of the same
behavioral features. A number of articles discuss how they are similar
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and how they are different. There are some, like Rando, Horowitz,
and Figley, who would subsume all grief under trauma, but I find
this a stretch. I prefer the model offered by Stroebe, Schut, and
Finkenauer (2001), which makes the following three distinctions: The
first is trauma without bereavement. Here the person experiences a
traumatic event that gives rise to trauma symptoms leading to a diag-
nosis of posttraumatic stress disorder or acute stress disorder, mostly
depending on the time frame. Other symptoms of depression and
anxiety may lead to a comorbid diagnosis. In this first distinction the
traumatic event has not led to any deaths and the person is dealing
with one or more of the classic trauma symptoms (intrusion, avoidance,
hyperarousal) without bereavement. Bereavement without trauma is
the second distinction. Here the person has experienced the death of
a loved one without experiencing trauma symptoms associated with
the event. If there are complications after the loss, one of the compli-
cated mourning categories would apply to this complication. The third
category could be called traumatic bereavement. Here the person ex-
periences a death and there is something about the death itself (often
violent deaths) or something about the person’s experience of the
death (often related to an insecure attachment or conflicted relation-
ship with the deceased) that gives rise to symptoms associated with
trauma.

Two questions emerge in any discussion of traumatic bereave-
ment. First, which is the most important in defining traumatic be-
reavement—the circumstances of the death or the reaction of the
mourner? Second, in the treatment of traumatic bereavement, which
symptoms should be addressed first—the trauma symptoms or the
grief symptoms? Traumatic stress interferes with grief over loss; grief
interferes with trauma mastery (Rando, 2003). Many believe that the
trauma symptoms must be dealt with first before the grief can be
addressed.

There have always been people who have been exposed to violent
deaths, but the number of violent events seems to have increased
during the past 10 years. The recent rash of school shootings as well
as September 11, 2001, illustrate the pervasiveness of violence in our
society. Such violent events will continue to expose more people to
both trauma and bereavement. We need more research on grief and
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trauma, including research on which interventions are most effective.
We need to educate the media that interventions done in the days
following school shooting are not grief counseling but rather crisis
intervention, and there are major differences between the two in
goals and techniques.

Let me conclude this introduction with something that causes me
concern—the failure of both clinicians and researchers to recognize
the uniqueness of the grief experience. Even though the mourning
tasks apply to all death losses, how a person approaches and adapts to
these tasks can be quite varied. A one-size-fits-all approach to grief
counseling or grief therapy is very limiting,

When I was a graduate student at Harvard, Professor Gordon
Allport had a strong impact on my thinking. Allport (September 1957,
lecture notes) would tell students that “Each man is like all other
men; each man is like some other men: and each man is like no other
man.” Allport was affirming his longtime professional interest in in-
dividual differences—an interest that led to his collaboration with
Robert White on the longitudinal case studies of men called Lives in
Progress (1952). These studies affirm both the similarity and unique-
ness of each person.

If we were to translate Allport’s dictum into the field of bereave-
ment, we would say, “Each person’s grief is like all other people’s
grief; each person’s grief is like some other person’s grief; and each
person’s grief is like no other person’s grief.” Over the last 25 years we
have tended to lose sight of the uniqueness of the grief experience in
our clinical and research undertakings. I always liked Alan Wolfelt’s
idea of “companioning” the bereaved individual. In this approach the
counselor comes alongside the mourner and they share their experi-
ences in a way that can be helpful for both. I worry that in our rush
to formulate a DSM diagnosis for complicated (traumatic) grief, we
may focus too much on “Each person’s grief is like some other per-
son’s grief” and lose sight of the uniqueness of grief, the fact that each
person’s grief is like no other person’s grief. I have affirmed in each
edition of this book that every person’s experience of grief is unique
to him or her, and people’s experiences shouldn’t be saddled with the
term “abnormal grief.” I much prefer the term “complicated mourning,”
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which affirms some kind of difficulty in the mourning process that
brings the person to the attention of the mental health worker.

Affirmation of the uniqueness of grief is not a new emphasis in
the field of bereavement. Colin Parkes (2002) said, “From the start,
Bowlby and I recognized that there was a great deal of individual
variation in the response to bereavement and that not everybody
went through these phases in the same way or at the same speed”
(p. 380).

An interesting affirmation of the uniqueness and subjective quality
of grief comes from an fMRI study of grief by Gundel, O’Connor,
Littrell, Fort, and Lane (2003). After investigating the grief experi-
ence in the brains of eight women, they concluded that grief is me-
diated by a distributed neural network that subserves a number of
neural processes affecting various parts of the brain and its functions,
including affect processing, mentalizing, memory retrieval, visual im-
agery, and autonomic regulation. This neural network may account for
the unique, subjective quality of grief, and this finding provides new
leads in our quest to understand the health consequences of grief and
the neurobiology of attachment.

I believe that the mediators of mourning outlined in detail in
chapter 3 hold the key to understanding individual differences in the
mourning experience—the adaptation to loss from death.

I said in the first edition of this book 25 years ago that I don’t
believe that we need to establish a new profession of grief counselors.
I still believe this. D. M. Reilly (1978), a social worker, says, “We do
not necessarily need a whole new profession of . . . bereavement coun-
selors. We do need more thought, sensitivity, and activity concerning
this issue on the part of the existing professional groups, that is, clergy,
funeral directors, family therapists, nurses, social workers, and physi-
cians” (p. 49). To this Lloyd (1992) adds, “Skills in working with grief
and loss remain core essential tools for professionals who are not nec-
essarily specialist counselors™ (p. 151). I agree with this. What I want
to do in this book is address those of you in these traditional profes-
sions who are already in a position to extend care to the bereaved and
have the knowledge and skills required to do effective intervention
and, in some cases, preventive mental health work.
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Attachment, Loss, and
the Experience of Grief

ATTACHMENT THEORY

Before one can fully comprehend the impact of a loss and the human
behavior associated with it, one must have some understanding of the
meaning of attachment. There is considerable writing in the psycho-
logical and psychiatric literature as to the nature of attachments—what
they are and how they develop. One of the key figures and primary
thinkers in this area is the late British psychiatrist John Bowlby. He
devoted much of his professional career to the area of attachment and
loss and wrote several substantial volumes as well as a number of ar-
ticles on the subject.

Bowlby’s attachment theory provides a way for us to conceptualize
the tendency in human beings to create strong affectional bonds with
others and a way to understand the strong emotional reaction that
occurs when those bonds are threatened or broken. To develop his
theories, Bowlby casts his net wide and includes data from ethology,
control theory, cognitive psychology, neurophysiology, and develop-
mental biology. He takes exception to those who believe that attach-
ment bonds between individuals develop only in order to have certain
biological drives met, such as the drive for food or the drive for sex.
Citing Lorenz’s work with animals and Harlow’s work with young
monkeys, Bowlby (1977a) points to the fact that attachment occurs in
the absence of the reinforcement of these biogenic needs.
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Bowlby’s (1977b) thesis is that these attachments come from a
need for security and safety; they develop early in life, are usually di-
rected toward a few specific individuals, and tend to endure through-
out a large part of the life cycle. Forming attachments with significant
others is considered normal behavior not only for the child but for the
adult as well. Bowlby argues that attachment behavior has survival
value, citing the occurrence of this behavior in the young of almost all
species of mammals. But he sees attachment behavior as distinct from
feeding and sexual behavior.

Attachment behavior is best illustrated by the young animal and
the young child, who, as they grow, leave the primary attachment fig-
ure for increasingly long periods of time to search an ever-widening
radius of their environment. But they always return to the attachment
figure for support and safety. When the attachment figure disappears
or is threatened, the response is one of intense anxiety and strong
emotional protest. Bowlby suggests that the child’s parents provide
the secure base of operation from which to explore. This relation-
ship determines the child’s capacity to make affectional bonds later
in life. This is similar to Erik Erikson’s (1950) concept of basic trust:
through good parenting, the individual sees himself as both able to
help himself and worthy of being helped should difficulties arise. Ob-
vious pathological aberrations can develop in this pattern. Inadequate
parenting can lead people either to form anxious attachments or to
form very tenuous attachments, if any at all (Winnicott, 1953). Various
attachment styles can be found in chapter 3.

If the goal of attachment behavior is to maintain an affectional
bond, situations that endanger this bond give rise to certain very spe-
cific reactions. The greater the potential for loss, the more intense
and the more varied these reactions are. “In such circumstances, all
the most powerful forms of attachment behavior become activated—
clinging, crying, and perhaps angry coercion. . . . When these actions
are successful, the bond is restored, the activities cease and the states
of stress and distress are alleviated” (Bowlby, 1977a, p. 429). If the
danger is not removed, withdrawal, apathy, and despair then ensue.

Animals demonstrate this behavior as well as humans. In The Ex-
pression of Emotions in Man and Animals, written during the
latter part of the 19th century, Charles Darwin (1872) described the
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ways in which sorrow is expressed by animals as well as by children
and adult human beings. Ethologist Konrad Lorenz (1963) has de-
scribed this grief-like behavior in the separation of a greylag goose
from its mate:

The first response to the disappearance of the partner consists in the
anxious attempt to find him again. The goose moves about restlessly
by day and night, flying great distances and visiting places where the
partner might be found, uttering all the time the penetrating trisyllable
long-distance call. . . . The searching expeditions are extended farther
and farther and quite often the searcher itself gets lost, or succumbs
to an accident. . . . All the objective observable characteristics of the
goose’s behavior on losing its mate are roughly identical with human
grief. (Lorenz, 1963, quoted in Parkes, 2001, p. 44)

There are many other examples of grieving in the animal world.
Several years ago there was an interesting account about dolphins in
the Montreal zoo. After one of the dolphins died, its mate refused to
eat, and the zookeepers had the difficult, if not impossible, task of
keeping the surviving dolphin alive. By not eating, the dolphin was
exhibiting manifestations of grief and depression akin to human loss
behavior.

Psychiatrist George Engel, speaking at the psychiatric grand
rounds at Massachusetts General Hospital, described a case of be-
reavement in great detail. This case sounded typical of the kinds of
reactions that you would find in a person who has lost a mate. Later
in his lecture, after reading a lengthy newspaper account of this loss,
Engel revealed that he was describing the behavior of an ostrich that
had lost her mate!

Because of the many examples in the animal world, Bowlby con-
cludes that there are good biological reasons for every separation to be
responded to in an automatic, instinctive way with aggressive behav-
ior. He also suggests that irretrievable loss is not taken into account,
and that in the course of evolution, instinctual equipment developed
around the fact that losses are retrievable and the behavioral re-
sponses that make up part of the grieving process are geared toward
reestablishing a relationship with the lost object (Bowlby, 1980). This
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biological theory of grief has been influential in the thinking of many,
including that of British psychiatrist Colin Murray Parkes (Parkes,
1972; Parkes & Stevenson-Hinde, 1982; Parkes & Weiss, 1983). Other
prominent attachment theorists include Mary Ainsworth (1978) and
Mary Main (Main & Hesse, 1990). The mourning responses of ani-
mals show what primitive biological processes are at work in humans.
However, there are features of grieving specific only to human beings,
and these normal grief reactions are described in this chapter.

There is evidence that all humans grieve a loss to one degree or
another. Anthropologists who have studied other societies, their cul-
tures, and their reactions to the loss of loved ones report that whatever
the society studied, in whatever part of the world, there is an almost
universal attempt to regain the lost loved object and/or there is the
belief in an afterlife where one can rejoin the loved one. In preliterate
societies, however, bereavement pathology seems to be less common
than it is in more civilized societies (Parkes, Laungani, & Young, 1997;
Rosenblatt, Walsh, & Jackson, 1976).

IS GRIEF A DISEASE?

George Engel (1961) raised this interesting question in a thought-
provoking essay published in Psychosomatic Medicine. Engel’s thesis
is that the loss of a loved one is psychologically traumatic to the same
extent that being severely wounded or burned is physiologically trau-
matic. He argues that grief represents a departure from the state of
health and well-being, and just as healing is necessary in the physi-
ological realm in order to bring the body back into homeostatic bal-
ance, a period of time is likewise needed to return the mourner to a
similar state of psychological equilibrium. Therefore, Engel sees the
process of mourning as similar to the process of healing. As with heal-
ing, full function, or nearly full function, can be restored, but there
are also incidents of impaired function and inadequate healing. Just as
the terms “healthy” and “pathological” apply to the various courses in
the physiological healing process, Engel argues that these same terms
may be applied to the courses taken by the mourning process. He sees
mourning as a course that takes time until restoration of function can
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take place. How much functional impairment occurs is a matter of
degree (Engel, 1961). Rather than using terms like “restoration” and
“recovery,” I prefer to use the term “adaptation™ some people make a
better adaptation to the loss while others make a less good adaptation.
In chapter 5 we will look at complicated mourning, where individuals
are not making an adequate adaptation to the loss.

Before we look at the characteristics of normal grief, it would be
useful to look at three terms that are often used interchangeably: grief,
mourning, and bereavement. For purposes of common understand-
ing, in this book I am using the term “grief” to indicate the experience
of one who has lost a loved one to death. Grief is a term that can be
applied to other losses, but this book primarily addresses losses due
to death. “Mourning” is the term applied to the process that one goes
through in adapting to the death of the person. “Bereavement” de-
fines the loss to which the person is trying to adapt.

NORMAL GRIEF

Normal grief, also referred to as uncomplicated grief, encompasses a
broad range of feelings and behaviors that are common after a loss.!
One of the earliest attempts to look at normal grief reactions in any
systematic way was done by Erich Lindemann (1944) when he was
chief of psychiatry at Massachusetts General Hospital.

In the Boston area there are two Catholic colleges well known for
their football rivalry. Back in the fall of 1942, they met for one of their
traditional Saturday encounters. Holy Cross beat Boston College, and
after the game many people went to Coconut Grove, a local nightclub,
to celebrate. During the revelries, a busboy lit a match while trying to
change a lightbulb and accidentally set a decorative palm tree on fire.
Almost immediately, the whole nightclub, which was packed beyond
its legal capacity, was engulfed in flames. Nearly 500 people lost their
lives in that tragedy.

Afterward, Lindemann and his colleagues worked with the family
members who had lost loved ones in that tragedy, and from these data
and others he wrote his classic paper, “The Symptomatology and Man-
agement of Acute Grief” (1944). From his observations of 101 recently
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bereaved patients he discovered similar patterns, which he described
as the pathognomic characteristics of normal or acute grief:

Somatic or bodily distress of some type

Preoccupation with the image of the deceased

Guilt relating to the deceased or circumstances of the death
Hostile reactions

The inability to function as one had before the loss

a b wbd -~

In addition to these five, he described a sixth characteristic exhib-
ited by many patients: they appeared to develop traits of the deceased
in their own behavior.

There are many limitations to Lindemann’s study. Some of these
have been outlined by Parkes (2001), who points out that Lindemann
does not present figures to show the relative frequency of the syn-
dromes described. Lindemann also neglects to mention how many
interviews he had with the patients, and how much time had passed
between the interviews and the date of the loss. Nevertheless, this
remains an important and much cited study.

What is of particular interest to me is that the bereaved we see
today at Massachusetts General Hospital exhibit behaviors very similar
to those described by Lindemann more than 60 years ago. In a large
number of people undergoing an acute grief reaction, we find some or
most of the following phenomena. Because the list of normal grief be-
haviors is so extensive and varied, I have placed them under four gen-
eral categories: feelings, physical sensations, cognitions, and behaviors.
Anyone counseling the bereaved needs to be familiar with the broad
range of behaviors that falls under the description of normal grief.

Feelings
Sadness

Sadness is the most common feeling found in the bereaved and re-
ally needs little comment. This feeling is not necessarily manifested
by crying behavior, but often it is. Parkes and Weiss (1983) conjec-
ture that crying is a signal that evokes a sympathetic and protective
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reaction from others and establishes a social situation in which the
normal laws of competitive behavior are suspended. Some mourners
have a fear of sadness, especially the fear of its intensity (Taylor &
Rachman, 1991). It is not uncommon to hear a person say, “I lost it at
the funeral.” Still others try to block sadness through excessive activity
only to discover that the sadness comes out at night. Not allowing the
sadness to be experienced, with or without tears, can frequently lead
to complicated mourning (see chapter 5).

Anger

Anger is frequently experienced after a loss. It can be one of the most
confusing feelings for the survivor and as such is at the root of many
problems in the grieving process. A woman whose husband died of
cancer said to me, “How can I be angry? He didn’t want to die.” The
truth is that she was angry at him for dying and leaving her. If the
anger is not adequately acknowledged, it can lead to complicated
mourning,

This anger comes from two sources: from a sense of frustration
that there was nothing one could do to prevent the death, and from
a kind of regressive experience that occurs after the loss of someone
close. You may have had this type of regressive experience when you
were a very young child on a shopping trip with your mother. You were
in a department store and suddenly you looked up to find that she had
disappeared. You felt panic and anxiety until your mother returned,
whereupon, rather than express a loving reaction, you hauled off and
kicked her in the shins. This behavior, which Bowlby sees as part of our
genetic heritage, symbolizes the message “Don’t leave me again!”

In the loss of any important person there is a tendency to regress,
to feel helpless, to feel unable to exist without the person, and then
to experience the anger that goes along with these feelings of anxiety.
The anger that the bereaved person experiences needs to be identified
and appropriately targeted toward the deceased in order to make a
healthy adaptation. However, it often is handled in other less effective
ways, one of which is displacement, or directing it toward some other
person and often blaming him or her for the death. The line of reason-
ing is that if someone can be blamed, then that person is responsible
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and, hence, the loss could have been prevented. People may blame the
physician, the funeral director, family members, an insensitive friend,
and frequently God. “T feel cheated but am confused not knowing
who cheated me. God showed me something so precious and takes it
away. Is this fair?” queried one widow.

One of the riskiest maladaptations of anger is the posture of turn-
ing the anger inward against the self. In a severe case of retroflected
anger, the person may be down on him- or herself and could develop
severe depression or suicidal behavior. A more psychodynamic inter-
pretation of this retroflected anger response was given by Melanie
Klein (1940), who suggests that the “triumph” over the dead causes
the bereaved person to turn his or her anger against him- or herself or
direct it outward toward others nearby.

Guilt and Self-Reproach

Guilt and self-reproach—over not being kind enough, over not taking
the person to the hospital sooner, and the like—are common experi-
ences of survivors. Usually the guilt is manifested over something that
happened or something that was neglected around the time of the
death, something that may have prevented the loss. Most often the
guilt is irrational and mitigates through “reality testing.” There is, of
course, the possibility of real guilt, where the person has indeed done
something to cause the death. In these cases, interventions other than
reality testing would be called for.

Anxiety

Anxiety in the survivor can range from a light sense of insecurity to a
strong panic attack, and the more intense and persistent the anxiety,
the more it suggests an abnormal grief reaction. Anxiety comes pri-
marily from two sources. First, fear the survivor will not be able to
take care of him- or herself on their own and frequently comment
“I won't be able to survive without him.” Second, anxiety relates to
a heightened sense of personal death awareness—the awareness of
one’s own mortality heightened by the death of a loved one (Worden,
1976). Carried to extremes, this anxiety can develop into a full-blown
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phobia. The well-known author C. S. Lewis (1961) knew this anxiety
and said after losing his wife, “No one ever told me that grief felt so
like fear. I am not afraid, but the sensation is like being afraid. The
same fluttering in the stomach, the same restlessness, the yawning. I
keep on swallowing” (p. 38).

Loneliness

Loneliness is a feeling frequently expressed by survivors, particularly
those who have lost a spouse and who were used to a close day-to-day
relationship. Even though very lonely, many widows will not go out be-
cause they feel safer in their homes. “I feel so all alone now,” said one
widow who had been married for 52 years. “It’s been like the world
has ended,” she told me 10 months after her husband’s death. Stroebe,
Stroebe, Abakoumkin, and Schut (1996) distinguish between emo-
tional loneliness and social loneliness. Social support can help with
social loneliness but does not mitigate against emotional loneliness
due to a broken attachment. The latter can only be remedied by the
integration of another attachment (Stroebe, Schut, & Stroebe, 2005).
Sometimes the need to be touched is a correlate of loneliness. This is
especially true in cases of conjugal bereavement (Van Baarsen, Van
Duijn, Smit, Snijders, & Knipscheer, 2001).

Fatigue

Lindemann’s patients reported fatigue, and we see this frequently in
survivors. It may sometimes be experienced as apathy or listlessness.
This high level of fatigue can be both surprising and distressing to the
person who is usually very active. “T can’t get out of bed in the morn-
ing,” said one widow. “I am neglecting the house because I am tired
all the time.” Fatigue is usually self-limiting. If not, it may be a clinical
sign of depression.

Helplessness

One factor that makes the event of death so stressful is the sense
of helplessness it can engender. This close correlate of anxiety is
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frequently present in the early stage of a loss. Widows in particular
often feel extremely helpless. A young widow left with a 7-week-old
child said, “My family came and lived with me for the first 5 months. I
was afraid I would freak out and not be able to care for my child.”

Shock

Shock occurs most often in the case of a sudden death. Someone picks
up the telephone and learns that a loved one or friend is dead. Even
when the death is expected and follows a progressive deteriorating ill-
ness, when the phone call finally comes, it can still cause the survivor
to experience shock.

Yearning

Yearning for the lost person is what the British call “pining.” Parkes
(2001) has noted that pining is a common experience of survivors,
particularly among the widows he studied. Yearning is a normal re-
sponse to loss. When it diminishes, it may be a sign that mourning is
coming to an end. When it does not come to an end, it may be a clini-
cal sign indicating traumatic grief (Jacobs, 1999). See chapter 5 for a
discussion of traumatic grief as one of the complications of mourning,
and the place of yearning in its diagnosis.

Emancipation

Emancipation can be a positive feeling after a death. I worked with a
young woman whose father was a real potentate, a heavy-handed, un-
bending dictator over her existence. After his sudden death from a heart
attack, she went through the normal grief feelings, but she also expressed
a feeling of emancipation because she no longer had to live under his
tyranny. At first she was uncomfortable with this feeling, but later she
was able to accept it as the normal response to her changed status.

Relief

Many people feel relief after the death of a loved one, particularly if
the loved one suffered a lengthy or particularly painful illness. “The
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knowing that his suffering, both physical and mental, is over helps me
cope,” said one elderly widow. It can also occur when the death in-
volves a person with whom the mourner has had a particularly difficult
relationship, often lifelong. Sometimes relief is the reaction following
a completed suicide. However, a sense of guilt often accompanies this
sense of relief.

Numbness

It’s also important to mention that some people report a lack of feel-
ings. After a loss, they feel numb. Again, this numbness is often ex-
perienced early in the grieving process, usually right after the person
learns of the death. It probably occurs because there are so many
feelings to deal with that to allow them all into consciousness would
be overwhelming, so the person experiences numbness as a protec-
tion from this flood of feelings. Commenting on numbness, Parkes
and Weiss (1983) have said, “We found no evidence that it is an un-
healthy reaction. Blocking of sensation as a defense against what
would otherwise be overwhelming pain would seem to be extremely
normal’” (p. 55).

As you review this list, remember that each of these items repre-
sents normal grief feelings and there is nothing pathological about any
one of them. However, feelings that exist for abnormally long periods
of time and at excessive intensity may portend a complicated grief
reaction. This will be discussed in chapter 5.

Physical Sensations

One of the interesting things about Lindemann’s paper is that he de-
scribes not only the emotions that people experienced, but also the
physical sensations associated with their acute grief reactions. These
sensations are often overlooked, but they play a significant role in the
grieving process. The following is a list of the most commonly reported
sensations experienced by the people we see for grief counseling:

1. Hollowness in the stomach
2. Tightness in the chest
3. Tightness in the throat
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4. Oversensitivity to noise

A sense of depersonalization: “I walk down the street and
nothing seems real, including me.”

Breathlessness, feeling short of breath

Weakness in the muscles

Lack of energy

Dry mouth

o
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Many times these physical sensations are of concern to the survi-
vor, and he or she will come to the physician for a checkup. Physicians
need to inquire about deaths and losses.

Cognitions

There are many different thought patterns that mark the experience
of grief. Certain thoughts are common in the early stages of grieving
and usually disappear after a short time. But sometimes thoughts per-
sist and trigger feelings that can lead to depression or anxiety.

Disbelief

“It didn’'t happen. There must be some mistake. I can't believe it hap-
pened. I don't want to believe it happened.” These are often the first
thoughts to occur after hearing of a death, especially if the death was
sudden. One young widow said to me, “T keep waiting for someone to
wake me and tell me I'm dreaming.” Another said, “The passing of my
husband came as a shock although he had been sick for some time.
You are never quite ready for it.”

Confusion

Many newly bereaved people say their thinking is very confused, they
can’t seem to order their thoughts, they have difficulty concentrating,
or they forget things. I once went out for a social evening in Boston and
took a cab home. I told the driver where I wanted to go and sat back
while he proceeded down the road. A little later he asked me again
where I wanted to go. I thought maybe he was a new driver and did not
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know the city, but he commented to me that he had a lot on his mind.
A little later he asked again and then apologized and said that he was
feeling very confused. This happened several more times, and finally I
decided it would not hurt to ask him what was on his mind. He told me
that his son had been killed the week before in a traffic accident.

Preoccupation

Preoccupations can be obsessive thoughts about the deceased. These
often include obsessive thoughts about how to recover the lost person.
Sometimes preoccupation takes the form of intrusive thoughts or images
of the deceased suffering or dying. In our Harvard Child Bereavement
Study, surviving parents with the highest levels of intrusive thoughts
were those who unexpectedly lost a spouse with whom they had a
highly conflicted relationship (Worden, 1996). Rumination is another
form of preoccupation. People engaging in ruminative coping think
persistently and repetitively about how bad they feel and about the
circumstances that precipitated their feelings (Nolen-Hoeksema, 2001).

Sense of Presence

This is the cognitive counterpart to the experience of yearning. The
grieving person may think that the deceased is somehow still in the
current area of time and space. This can be especially true during
the time shortly after the death. In our study of bereaved children, 81%
of the children felt watched by their dead parent 4 months after the
death, and this experience continued for many of the children (66%)
2 years after the death. Some found this sense of presence comforting,
while others did not and were scared by it (Worden, 1996).

Hallucinations

Hallucinations of both the visual type and the auditory type are in-
cluded in this list of normal behaviors because hallucinations are a fre-
quent experience of the bereaved. They are usually transient illusory
experiences, often occurring within a few weeks following the loss,
and generally do not portend a more difficult or complicated mourning
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experience. Although disconcerting to some, many others find these
experiences helpful. With all the recent interest in mysticism and spiri-
tuality, it is interesting to speculate whether these are really hallucina-
tions or possibly some other kind of metaphysical phenomenon.

There is an obvious interface between thinking and feeling, and
the current interest in cognitive psychology and cognitive therapy em-
phasizes this. Aaron Beck and his colleagues (1979) at the University
of Pennsylvania found that the experience of depression frequently
is triggered by depressive thought patterns. In the bereaved, certain
thoughts will pass through the mind such as “T can't live without her”
or “T'll never find love again.” These thoughts can then trigger very
intense, but normal, feelings of sadness and/or anxiety.

Behaviors

There are a number of specific behaviors frequently associated with
normal grief reactions. These can range from sleep and appetite dis-
turbances to absentmindedness and social withdrawal. The follow-
ing behaviors are commonly reported after a loss and usually correct
themselves over time.

Sleep Disturbances

It is not unusual for people who are in the early stages of loss to expe-
rience sleep disturbances. These may include difficulty going to sleep
or early morning awakening. Sleep disturbances sometimes require
medical intervention, but in normal grief they usually correct them-
selves. In the Harvard Child Bereavement Study, one-fifth of the chil-
dren showed some sleep disturbance in the first 4 months after the
death of one of their parents. Without any special intervention this
figure dropped to a level not significantly different from that of their
nonbereaved matched counterparts 1 and 2 years following the death
(Worden, 1996).

After Bill lost his wife suddenly, he would wake up at five o'clock
each morning filled with intense sadness and review over and over
the circumstances surrounding the death and how it might have
been prevented, including what he might have done differently. This
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happened morning after morning and soon caused problems because
he could not function well at work. After about 6 weeks the disorder
began to correct itself, and eventually it disappeared. This is not an
unusual experience. However, if sleep disorder persists, it may indi-
cate a more serious depressive disorder, which should be explored.
Sleep disorders can sometimes symbolize various fears, including the
fear of dreaming, the fear of being in bed alone, and the fear of not
awakening. After her husband died, one woman solved the problem
posed by her fear of being alone in bed by taking her dog to bed with
her. The sound of the dog’s breathing comforted her, and she contin-
ued to do this for almost a year until she was able to sleep alone.

Appetite Disturbances

Bereaved animals exhibit appetite disturbances, which are also very
common in human mourning situations. Although appetite distur-
bances can manifest themselves in terms of both overeating and
undereating, undereating is the more frequently described grief be-
havior. Significant changes in weight may result from changes in eat-
ing patterns.

Absentminded Behavior

The newly bereaved may find themselves acting in an absentminded
way or doing things that may ultimately cause them inconvenience or
harm. One client was concerned because on three separate occasions
she had driven across the city in her car and, after completing her
business, had forgotten that she had driven and returned home via
public transportation. This behavior occurred following an important
loss and eventually corrected itself.

Social Withdrawal

It is not unusual for people who have sustained a loss to want to with-
draw from other people. Again, this is usually a short-lived phenom-
enon and corrects itself. I saw one young woman shortly after the
death of her mother. This single woman was a very sociable person
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who loved to go to parties. For several months following her mother’s
death she declined all invitations because they seemed dissonant to
the way she felt in the early stages of her grief. This may seem obvi-
ous and appropriate to the reader, but this woman saw her withdrawal
as abnormal. Some people withdraw from friends perceived as over-
solicitous. “My friends tried so hard that I wanted to avoid them. How
many times can you hear, Tm sorry?”” Social withdrawal can also
include a loss of interest in the outside world, such as not reading
newspapers or watching television.

Dreams of the Deceased

It’s very common to dream of the dead person, both normal kinds of
dreams and distressing dreams or nightmares. Often these dreams
serve a number of purposes and may give some diagnostic clues as to
where the person is in the whole course of mourning,

For example, for several years after the death of her mother, Esther
suffered from intense guilt over circumstances related to the death.
This guilt was manifested in low self-esteem and personal recrimina-
tion and was associated with considerable anxiety. During one of her
daily visits to her mother, Esther had left for coffee and a bite of food.
While she was out, her mother died.

Esther was filled with remorse, and although we used the usual
reality-testing techniques in therapy, the guilt still persisted. While
in therapy, she had a dream about her mother. In this dream she saw
herself trying to assist her mother to walk down a slippery pathway
so she would not fall. But her mother fell, and nothing Esther could
do in the dream would save her. It was impossible. This dream was a
significant turning point in her therapy because she allowed herself
to see that nothing she could have done would have kept her mother
from dying. This important insight gave her permission to shed the
guilt that she had been carrying for years. Some ways to utilize dreams
in grief counseling and grief therapy are identified in chapter 6.

Avoiding Reminders of the Deceased

Some people will avoid places or things that trigger painful feelings
of grief. They might avoid the place where the deceased died, the
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cemetery, or objects that remind them of their lost loved one. One
middle-aged woman came for grief counseling when her husband died
after a series of coronary attacks, leaving her with two children. For a
period of time she put all pictures of her husband away in the closet,
along with other things that reminded her of him. This obviously was
only a short-term solution, and as she moved toward the end of her
grief, she was able to bring out the items that she wanted to live with.

Quickly getting rid of all the things associated with the de-
ceased—giving them away or disposing of them in any way possible
even to the point of having a quick disposal of the body—can lead to a
complicated grief reaction. This is usually not healthy behavior and is
often indicative of a highly ambivalent relationship with the deceased.
Ambivalent relationships are one of the mediators of mourning de-
scribed in chapter 3.

Searching and Calling Out

Both Bowlby and Parkes have written much in their work about
searching behavior. Calling out is related to this searching behavior.
Frequently somebody may call out the name of the loved person:
“John, John, John. Please come back to me!” When this is not done
verbally, it can be going on internally.

Sighing

Sighing is a behavior frequently noted among the bereaved. It is a
close correlate of the physical sensation of breathlessness. Colleagues
at Massachusetts General Hospital tested respiration in a small group
of bereaved parents and found that their oxygen and carbon dioxide

levels were similar to those found in depressed patients (Jellinek,
Goldenheim, & Jenike, 1985).

Restless Hyperactivity

A number of widows in our Harvard studies of bereavement entered
into restless hyperactivity following the deaths of their husbands. The
woman mentioned above whose husband left her with two teenage
children could not stand to stay at home. She would get into her car
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and drive all over town trying to find some sense of relief from her
restlessness. Another widow could stay in the house during the day
because she was busy, but at night she fled.

Crying

There has been interesting speculation that tears may have poten-
tial healing value. Stress causes chemical imbalances in the body, and
some researchers believe that tears remove toxic substances and help
reestablish homeostasis. They hypothesize that the chemical con-
tent of tears caused by emotional stress is different from that of tears
secreted as a function of eye irritation. Tests are being done to see
what type of catecholamine (mood-altering chemicals produced by
the brain) is present in tears of emotion (Frey, 1980). Tears do re-
lieve emotional stress, but how they do this is still a question. Further
research is needed on the deleterious effects, if any, of suppressed

crying,

Visiting Places or Carrying Objects That Remind
the Survivor of the Deceased

This is the opposite of the behavior that people engage in to avoid
reminders of the lost person. Often underlying this behavior is the
fear of losing memories of the deceased. “For 2 weeks I carried his
picture with me constantly for fear I would forget his face,” one widow
told me.

Treasuring Objects That Belonged to the Deceased

One young woman went through her mother’s closet shortly after her
mother died and took many of her clothes home. They wore the same
size, and although this might seem like an example of someone being
thrifty, the fact was that the daughter did not feel comfortable un-
less she was wearing something that had belonged to her mother. She
wore these clothes for several months. As her mourning progressed,
she found it less and less necessary to wear clothing that had belonged
to her mother. Finally, she gave most of it away to charity.
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The reason for outlining these characteristics of normal grief in
such detail is to show the wide variety of behaviors and experiences
associated with loss. Obviously, not all these behaviors will be ex-
perienced by one person. However, it is important for bereavement
counselors to understand the wide range of behaviors covered under
normal grief so they do not pathologize behavior that should be rec-
ognized as normal. Having this understanding will also enable coun-
selors to give reassurance to people who experience such behavior as
disturbing, especially in the case of a first significant loss. However, if
these experiences persist late in the bereavement process, they may
be indicative of a more complicated grief (Demi & Miles, 1987).

GRIEF AND DEPRESSION

Many of the normal grief behaviors may seem like manifestations of
depression. To shed some light on this, let’s look at the debate about
the similarities and differences between grief and depression.

Freud (1917/1957), in his early paper “Mourning and Melan-
cholia,” addressed this issue. He tried to point out that depression,
or melancholia, as he called it, is a pathological form of grief and is
very much like mourning (normal grief) except that it has a certain
characteristic feature of its own—namely, angry impulses toward the
ambivalently loved person turned inward. It is true that grief looks
very much like depression, and it is also true that grieving may de-
velop into a full-blown depression. Gerald Klerman (1977), who was a
prominent depression researcher, believed that many depressions are
precipitated by losses, either immediately following the loss or at some
later time when the patient is reminded of the loss. Depression may
also serve as a defense against mourning. If anger is directed against
the self, it is deflected away from the deceased, and this keeps the
survivor from dealing with ambivalent feelings toward the deceased
(Dorpat, 1973).

The main distinctions between grief and depression are these:
while in depression as well as grief, you may find the classic symptoms
of sleep disturbance, appetite disturbance, and intense sadness, how-
ever, in a grief reaction, there is not the loss of self-esteem commonly
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found in most clinical depressions. That is, the people who have lost
someone do not have less regard for themselves as a result of such a
loss, or if they do, it tends to be for only a brief time. And if the survi-
vors of the deceased experience guilt, it is usually guilt associated with
some specific aspect of the loss rather than a general overall sense of
culpability.

A section in the Diagnostic and Statistical Manual IV-TR of the
American Psychiatric Association (2000) suggests:

As part of their reaction to the loss, some grieving individuals pre-
sent with symptoms characteristic of a Major Depressive Episode (e.g.,
feelings of sadness and associated symptoms such as insomnia, poor
appetite, and weight loss). The bereaved individual typically regards
the depressed mood as “normal,” although the person may seek pro-
fessional help for relief of associated symptoms such as insomnia or
anorexia. (p. 299)

Even though grief and depression share similar objective and sub-
jective features, they do seem to be different conditions. Depression
overlaps with bereavement but is not the same (Robinson & Fleming,
1992; Wakefield, 2007; Worden & Silverman, 1993; Zisook & Kendler,
2007). Freud believed that in grief, the world looks poor and empty,
while in depression, the person feels poor and empty. These differ-
ences in cognitive style have been identified by Beck and associates
(1979) and other cognitive therapists who have suggested that the de-
pressed have negative evaluations of themselves, the world, and the
future. Although such negative evaluations can exist in the bereaved,
they tend to be more transient.

However, there are some bereaved individuals who do develop
major depressive episodes following a loss (Zisook & Shuchter, 1993).
The APA Diagnostic and Statistical Manual, 4th Edition, allows for
this distinction: symptoms associated with depression rather than
grief are guilt about things other than actions taken or not taken
by the survivors at the time of the death, the survivor’s thoughts of
death other than the feeling that he or she would be better off dead
or should have died with the deceased person, morbid preoccupation
with worthlessness, marked psychomotor retardation, prolonged and
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marked functional impairment, and hallucinatory experiences (this
does not include experiences of hearing the voice of or transiently
seeing the image of the deceased person). If a major depressive epi-
sode develops during bereavement, this should be considered a type
of complicated mourning—exaggerated grief (see chapter 5).

At Yale, Jacobs and colleagues (1987, 1989, 1990) have been in-
terested in depression within the context of bereavement and have
said, “Although the majority of depressions of bereavement are tran-
sient and require no professional attention, there is growing apprecia-
tion that some depressions, especially those that persist throughout
the first year of bereavement, are clinically significant” (1987, p. 501).
They have used antidepressant medication to treat several patients
whose depression persisted late in the course of bereavement and did
not resolve spontaneously or respond to interpersonal interventions.
These were usually people who had a history of depression or some
other mental health disorder. They found improvement in sleep dis-
orders and appetite disturbance as well as an improvement in mood
and cognition. This response suggests a biological dimension to the
depression.

One of the functions of the counselor who has contact with people
during the time of acute grief is to assess which patients might be
undergoing a major depression by using current standard diagnostic
criteria. Patients so identified can then be given additional help such
as a medical evaluation and possibly the use of antidepressant medi-
cations. Once depressions begin to lift through medication, then the
focus of treatment changes to the underlying conflicts of the attach-
ment. These conflicts cannot be addressed through medications alone
(Miller et al., 1994).

If grief is defined as one’s experiences after a loss, then mourning
is the process one goes through leading to an adaptation to the loss. In
the next two chapters we will look at the mourning process in detail.

NOTE

1. I am using the word normal in both a clinical and a statistical sense. Clinical defines
what the clinician calls normal mourning behavior, while statistical refers to the fre-
quency with which such behavior is found among a randomized bereaved popula-
tion. The more frequent the behavior, the more it is defined as normal.
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Understanding the
Mourning Process

In this book I am using the term “mourning” to indicate the process
that occurs after a loss, while “grief” refers to the personal experience
of the loss. Since mourning is a process, it has been viewed by differ-
ent theorists in various ways—primarily as stages, phases, and tasks.

Stages. One way to look at the mourning process is to view it in
terms of stages. Many people writing on the subject of grief have
listed up to 9 stages of mourning, and at least one person lists 12.
One of the difficulties with using the stage approach is that people
do not pass through stages in seriatim. Also, there’s a tendency for the
novice to take the stages too literally. An example of this literalism is
the way that people responded to Elisabeth Kiibler-Ross’s stages of
dying. After her first book, On Death and Dying (1969), many people
expected dying patients to go through the stages she had listed in
some neat order. And some were disappointed if a patient skipped a
stage. Her stages of dying have also been used to describe the mourn-
ing process, with the same limitations (Maciejewski, Zhang, Block, &
Prigerson, 2007).

Phases. An alternative approach to stages is the concept of phases
used by Parkes, Bowlby, Sanders, and others. Parkes defines four phases
of mourning. Phase I is the period of numbness that occurs close to
the time of the loss. This numbness, which is experienced by most
survivors, helps them to disregard the fact of the loss at least for a brief
period of time. Then the person goes through phase II, the phase of

37
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yearning, in which he or she yearns for the lost one to return and tends
to deny the permanence of the loss. Anger plays an important part
in this phase. In phase III, the phase of disorganization and despair,
the bereaved person finds it difficult to function in the environment.
Finally, he or she is able to enter phase IV, the phase of reorganized
behavior, and begin to pull his or her life back together (Parkes,
1972, 2001, 2006). Bowlby (1980), whose work and interest overlap
with those of Parkes, reinforced the idea of phases and posits that the
mourner must pass through a similar series of phases before mourning
is finally resolved. As with stages, there are overlaps between the vari-
ous phases, and they are seldom distinct.

Sanders (1989, 1999) has used the idea of phases to describe the
mourning process, and she describes five of them: (1) shock, (2) aware-
ness of loss, (3) conservation withdrawal, (4) healing, and (5) renewal.

Tasks. Although I have no quarrel with Bowlby, Parkes, and
Sanders and their schemata of phasing, I think the tasks of mourning
concept that I present in this book offers an equally valid understand-
ing of the mourning process and is much more useful for the clini-
cian. Phases imply a certain passivity, something that the mourner
must pass through. The tasks concept, on the other hand, is much
more consonant with Freud’s concept of grief work and implies that
the mourner needs to take action and can do something. Also, this
approach implies that mourning can be influenced by intervention
from the outside. In other words, the mourner may see the phases as
something to be passed through, whereas the tasks approach can give
the mourner some sense of leverage and hope that there is something
that he or she can actively do to adapt to the death of a loved one.

There is obvious validity to both of these approaches. Grieving is
something that takes time; the oft-repeated phrase “Time heals” holds
true. There is also truth to the notion that mourning creates tasks that
need to be accomplished, and although this may seem overwhelming
to the person in the throes of acute grief, it can, with the facilitation
of a counselor, offer hope that something can be done and that there
is a way through it. This can be a powerful antidote to the feelings of
helplessness that most mourners experience.

All human growth and development can be seen as influenced
by various tasks. These are most obvious in child growth and de-



Chapter 2 Understanding the Mourning Process 39

velopment. According to Robert Havinghurst (1953), the renowned
developmental psychologist, there are certain developmental tasks
(physical, social, and emotional) that occur as the child grows. If the
child does not complete a particular task on a lower level, then that
child’s adaptation will be impaired when trying to complete similar
tasks on higher levels.

Likewise, mourning—the adaptation to loss—may be seen as
involving the four basic tasks outlined below. It is essential that the
grieving person address the issue of these tasks in order to adapt to
the loss. Bereaved individuals make varied adaptations to the loss of a
loved one. Some make a better adaptation, and some a less good one.
Although the tasks do not need to be addressed in a specific order,
there is some ordering suggested in their definitions. For example, you
cannot handle the emotional impact of a loss until you first come to
terms with the fact that the loss has happened and is irreversible at
least in this lifetime. Since mourning is a process and not a state, the
following tasks require effort, however, not every death loss we ex-
perience challenges these tasks in the same way. Grief is a cognitive
process involving confrontation with and restructuring of thoughts
about the deceased, the loss experience, and the changed world within
which the bereaved must now live (Stroebe, 1992). Some would call
this grief work.

TASKS OF MOURNING

Task I: To Accept the Reality of the Loss

When someone dies, even if the death is expected, there is always a
sense that it hasn’t happened. The first task of grieving is to come full
face with the reality that the person is dead, that the person is gone
and will not return. Part of the acceptance of this reality is coming to
believe that reunion is impossible, at least in this life. The searching
behavior, of which Bowlby and Parkes have written extensively, directly
relates to the accomplishment of this task. Many people who have sus-
tained a loss find themselves calling out for the lost person, and/or they
sometimes tend to misidentify others in their environment. They may
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walk down the street, catch a glimpse of somebody who reminds them
of the deceased, and then have to remind themselves, “No, that isn’t
my friend. My friend really is dead.” Joan Didion (2005) experienced
this after the death of her husband and wrote about it in her book The
Year of Magical Thinking.

The opposite of accepting the reality of the loss is not believing
through some type of denial. Some people refuse to believe that the
death is real and get stuck in the mourning process at this first task.
Denial can be practiced on several levels and can take various forms,
but it most often involves either the facts of the loss, the meaning of
the loss, or the irreversibility of the loss (Dorpat, 1973).

Denying the facts of the loss can vary in degree from a slight
distortion to a full-blown delusion. Bizarre examples of denial through
delusion are the rare cases in which the bereaved keeps the deceased’s
body in the house for a number of days before notifying anyone of the
death. Gardiner and Pritchard (1977) describe six cases of this un-
usual behavior, and I have seen two cases. The people involved were
either manifestly psychotic or eccentric and reclusive.

What is more likely to happen is that a person will go through
what Geoffrey Gorer (1965) calls “mummification,” that is, retain-
ing possessions of the deceased’s in a “mummified” condition ready
for use when he or she returns. A classic example of this involved
Queen Victoria, who after the death of her consort, Prince Albert,
had his clothes and shaving gear laid out daily and often went around
the palace speaking to him. Parents who lose a child often retain the
child’s room as it was before the death. This is not unusual in the
short term but becomes denial if it goes on for years. An example of
a distortion rather than a delusion would be the person who sees the
deceased embodied in one of his or her children. This distorted think-
ing may buffer the intensity of the loss but is seldom satisfactory and
hinders the acceptance of the reality of the death.

Another way that people protect themselves from reality is to
deny the meaning of the loss. In this way the loss can be seen as less
significant than it actually is. It is common to hear statements like
“He wasn't a good father,” “We weren't close,” or “I don’t miss him.”
Some people immediately jettison clothes and other personal items
that remind them of the deceased. Removing all reminders of the
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deceased is the opposite of mummification and minimizes the loss.
It is as though the survivors protect themselves through the absence
of any artifacts that would bring them face to face with the reality of
the loss. This phenomenon is not uncommon after a traumatic death.
One woman I interviewed lost her husband suddenly after he was
admitted to the hospital for a minor condition but arrested and died.
She would not go home until everything of his was taken out of the
house. She could barely wait until spring came and his footprints in
the snow disappeared. This behavior is not common and frequently
stems from a conflicted relationship with the deceased (see therapy
interventions in chapter 6 for additional information on grieving con-
flicted relationships).

Still another way to deny the full meaning of the loss is to practice
“selective forgetting.” For example, Gary lost his father at the age of
12. Over the years, he had blocked all the reality of his father—even a
visual image—from his mind. When he first came for psychotherapy
as a college student, he could not even bring to mind the memory of
his father’s face. After he went through a course of therapy, not only
was he able to remember what his father looked like, but he was also
able to sense his father’s presence when he received awards at his
graduation ceremony.

Some people hinder the completion of task I by denying that death
is irreversible. One good example of this was illustrated in a story aired
by the TV show 60 Minutes several years ago. It told of a middle-aged
housewife who had lost her mother and her 12-year-old daughter in a
house fire. For the first 2 years she went through her days saying aloud
to herself, “T don’t want you dead, I don’t want you dead, I won't have
you dead!” Part of her therapy required her to face the fact that they
were dead and would never return.

Another strategy used to deny the finality of death involves the
religion spiritualism. The hope for a reunion with the dead person is
a normal feeling, particularly in the early days and weeks following
the loss. However, the chronic hope for such a reunion is not normal.
Parkes (2001) states:

Spiritualism claims to help bereaved persons in their search for the
dead, and seven of the bereaved people who were included in my
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various studies described visits to séances or spiritualist churches. Their
reactions were mixed—some felt that they had obtained some sort of
contact with the dead and a few had been frightened by this. On the
whole they did not feel satisfied by the experience and none had become
a regular attendee at spiritualist meetings. (pp. 55-56)

An interesting paper was published recently on the history and
current picture of spiritualism in the United States and Britain. The
author interviewed a number of attendees at spiritualist meetings.
Although many initially attended in an attempt to find out if their
loved one was at peace or to hear words of advice from the other side,
the majority of those interviewed continued attending spiritualist
meetings because they liked the values and fellowship found in the
group (Wallis, 2001).

Coming to an acceptance of the reality of the loss takes time since
it involves not only an intellectual acceptance but also an emotional
one. Many less experienced counselors do not recognize this and
focus too much on mere intellectual acceptance of the loss, overlook-
ing emotional acceptance. The bereaved person may be intellectually
aware of the finality of the loss long before the emotions allow full
acceptance of the information as true. A woman attending one of my
bereavement groups would wake up every morning and reach over to
her dead husband’s side of the bed to see if he was there. She knew
he wouldn’t be there, but there was the hope that maybe he would be
even though he had died 6 months earlier.

It is easy to believe that the loved one is still away on a trip or has
gone to the hospital again. One nurse whose elderly mother had gone
to the hospital for bypass surgery saw her mother incapacitated with
tubes and other medical paraphernalia. After the mother died, she
went on for several months believing that her mother was still in the
hospital being prepped for the surgery and that was why her mother
hadn’t contacted her on her birthday. She would tell others this when
they inquired about her mother. A mother whose son was killed in an
accident refused to believe that he died, preferring to believe he was
in Europe, where he had spent the previous year.

The reality hits hard when one wants to pick up the phone to share
some experience only to remember that the loved one is not at the
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other end. It takes many a bereaved parent months to say, “My child
is dead and I will never have him again.” They may see children play-
ing on the street or catch sight of a school bus and say to themselves,
“How could I have forgotten that my child is dead?”

Belief and disbelief alternate while one is grappling with this task.
Krupp, Genovese, and Krupp (1986) said it well when they wrote:

At times mourners seem to be under the influence of reality and behave
as though they fully accept that the deceased is gone; at other times
they behave irrationally, under the sway of the fantasy of eventual re-
union. Anger directed at the lost love object, the self, others believed to
have caused the loss, and even at benevolent well-wishers who remind
the mourner of the reality of the loss is a ubiquitous feature. (p. 345)

Another form of disbelief is what Avery Weisman (1972) calls
“middle knowledge.” A term borrowed from existential philosophy,
middle knowledge is both knowing and not knowing at the same time.
You can find this phenomenon in some terminally ill patients who both
know and don’t know that they are dying. Likewise, in bereavement
the mourner may believe and disbelieve at the very same moment.

Although addressing this first task of mourning takes time, tra-
ditional rituals such as the funeral help many bereaved people move
toward acceptance. Those who are not present at the burial may need
external ways to validate the reality of the death. Unreality is par-
ticularly difficult in the case of sudden death, especially when the
survivor does not see the body of the deceased. In our Harvard Child
Bereavement Study, we found a strong relationship between the sud-
den loss of a spouse and the dreams of the surviving spouse in the
early months after the death. It may be that dreaming the deceased is
alive is not simply wish fulfillment but rather the mind’s way of vali-
dating the reality of the death through the sharp contrast that occurs
when one awakens from such a dream (Worden, 1996).

Task Il: To Process the Pain of Grief

The German word Schmerz is appropriate to use in speaking of pain
because its broad definition includes the literal physical pain that many
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people experience and the emotional and behavioral pain associated
with loss. It is necessary to acknowledge and work through this pain
or it can manifest itself through physical symptoms or some form of
aberrant behavior. Parkes (1972) affirms this when he says, “If it is
necessary for the bereaved person to go through the pain of grief in
order to get the grief work done, then anything that continually allows
the person to avoid or suppress this pain can be expected to prolong
the course of mourning” (p. 173).

Not everyone experiences the same intensity of pain or feels it in
the same way, but it is nearly impossible to lose someone to whom you
have been deeply attached without experiencing some level of pain.
The newly bereaved are often unprepared to deal with the sheer force
and nature of the emotions that follow a loss (Rubin, 1990). The type
of pain and its intensity are mediated by a number of factors identi-
fied in chapter 3. On the other hand, recent research on attachment
styles indicates that there are some individuals who do not experience
much, if any pain, after a death. One reason for this is that they do not
let themselves become attached to anyone and display an avoidant-
dismissing attachment style (Bonanno, 2004).

There may be a subtle interplay between society and the mourner
that makes task II more difficult. Society may be uncomfortable
with the mourner’s feelings and hence may give the subtle message:
“You don’t need to grieve—you are only feeling sorry for yourself.”
Platitudes—You are young and you can have another child,” “Life
is for the living and he wouldn't want you to feel this way”—are fre-
quently dispensed by others in an attempt to be helpful. These com-
ments collude with the mourner’s own defenses, leading to the denial
of the need to grieve, expressed as “I shouldn't be feeling this way”
or “T don’t need to grieve” (Pincus, 1974). Geoffrey Gorer (1965)
recognizes this and says, “Giving way to grief is stigmatized as mor-
bid, unhealthy, and demoralizing. The proper action of a friend and
well wisher is felt to be distraction of a mourner from his or her grief”
(p. 130).

The negation of this second task of processing the pain results in
not feeling. People can short-circuit task II in any number of ways,
the most obvious being to cut off their feelings and deny the pain that
is present. Sometimes people hinder the process by avoiding painful
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thoughts. They use thought-stopping procedures to keep themselves
from feeling the dysphoria associated with the loss. Some people han-
dle it by stimulating only pleasant thoughts of the deceased, which
protect them from the discomfort of unpleasant thoughts. Idealizing
the dead, avoiding reminders of the dead, and using alcohol or drugs
are still other ways in which people keep themselves from dealing
with task II issues.

Some people who do not want to experience the pain of grief try to
find a geographic cure. They travel from place to place and try to find
some relief from their emotions, as opposed to allowing themselves to
process the pain—to feel it and to know that one day it will pass.

One young woman minimized her loss by believing her brother
was out of his dark place and in a better place after his suicide. This
might have been true, but it kept her from feeling her intense anger at
him for leaving her. In treatment, when she first allowed herself to feel
anger, she said, “I'm angry with this behavior and not him!” Finally
she was able to acknowledge this anger directly to him through the
use of an empty chair.

There are a few cases in which the surviving person has a euphoric
response to the death, but this is usually associated with an emphatic
refusal to believe the death has occurred. It is often accompanied
by a vivid sense of the dead person’s continuing presence. Generally,
these euphoric responses are extremely fragile and short lived (Parkes,
1972).

John Bowlby (1980) said, “Sooner or later, some of those who
avoid all conscious grieving, break down—usually with some form of
depression” (p. 158). One of the aims of grief counseling is to help
people through this difficult second task so they don’t carry the pain
with them throughout their lives. If task II is not adequately ad-
dressed, therapy may be needed later on, at which point it can be more
difficult for the person to go back and work through the pain he or
she has been avoiding. This is very often a more complex and difficult
experience than dealing with it at the time of the loss. Also, it can be
complicated by the presence of a less supportive social system than
would have been available at the time of the loss.

We tend to think of the pain of grief in terms of sadness and
dysphoria. And indeed much pain of bereavement is of this sort.
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There are, however, other affects associated with loss that need to be
processed. Anxiety, anger, guilt, depression, and loneliness are also
common feelings that mourners may experience. Ways of working
with these feelings in counseling can be found in chapter 4.

Task Ill: To Adjust to a World Without the Deceased

There are three areas of adjustment that need to be addressed after
the loss of a loved one to death. There are the external adjustments, or
how the death affects one’s everyday functioning in the world; internal
adjustments, or how the death affects one’s sense of self; and spiri-
tual adjustments, or how the death affects one’s beliefs, values, and
assumptions about the world. Let’s look at each of these separately.

External Adjustments

Adjusting to a new environment without the deceased means differ-
ent things to different people, depending on what the relationship
was with the deceased and the various roles the deceased played. It
takes a considerable period of time for many widows to realize what
it is like to live without their husbands. This realization often begins
to emerge around 3 to 4 months after the loss and involves coming to
terms with living alone, raising children alone, facing an empty house,
and managing finances alone. Parkes (1972) makes an important point
when he says:

In any bereavement, it is seldom clear exactly what is lost. A loss of a
husband, for instance, may or may not mean the loss of a sexual partner,
companion, accountant, gardener, baby minder, audience, bed warmer,
and so on, depending on the particular roles normally performed by this

husband. (p. 7)

The survivor usually is not aware of all the roles played by the
deceased until some time after the loss occurs.

Many survivors resent having to develop new skills and take on
roles that were formerly performed by their partners. An example
of this is Margot, a young mother whose husband died. He was the
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type of person who was very efficient, took charge of situations, and
did most things for her. After his death, one of the children got into
trouble in school, necessitating meetings with the guidance counselor.
Previously, the husband would have made contact with the school and
handled everything, but after his death Margot was forced to develop
this skill. Although she developed it reluctantly and with resentment,
she did come to the awareness that she liked having the skill to handle
such a situation competently and that she would never have accom-
plished this had her husband still been alive. The coping strategy of
redefining the loss in such a way that it can redound to the benefit
of the survivor is often part of the successful completion of task III.
Making sense of the loss and finding benefit in the loss are two dimen-
sions of meaning making after a loss, and this certainly relates to the
issue of finding a benefit from the death.

A current theory that has been championed by Neimeyer (1999)
and many others is the need to make meaning after a loss. Meaning
making is an important process for the grieving deaths that tend to
challenge beliefs about oneself, others, and the world. Death can
shatter the core of one’s life purposes, and it is important to discover
and invent new meaning in the face of loss (Attig, 1996).

Internal Adjustments

Not only do the bereaved have to adjust to the loss of roles previ-
ously played by the deceased, but death also presents them with the
challenge of adjusting to their own sense of self. We are not merely
talking about seeing themselves as widows or bereaved parents but,
more fundamentally, how death affects self-definition, self-esteem,
and sense of self-efficacy. Some studies posit that for women who
define their identity through relationships and caring for others,
bereavement means not only the loss of a significant other but also
the sense of a loss of self (Zaiger, 1985-1986). One of the goals of
bereavement for these women is to feel like a “self” rather than half
of a dyad. For a year a widow I counseled would go around the house
saying, “What would Jack do?” After the first anniversary, she told
herself that he was no longer here and she could now say, “What do
I want to do?”
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There are some relationships in which the person’s sense of
esteem is dependent on the person to whom he or she is attached.
Some like to think of these as secure attachments. Where there is
such an attachment and the person dies, the bereaved person may
suffer real damage to his or her self-esteem. This is particularly true if
the deceased person was making up for serious developmental deficits
in the mourner. Esther had one brief marriage and after that married
Ernie. Esther had a family background that was full of emotional and
physical abuse. She never felt that she belonged. Ernie provided a
place where she felt wanted. After his sudden death, she went into a
serious depression fueled by the thoughts that “No one will ever love
me like Ernie did, and I will never find a place to belong again.”

Bereavement can also affect a person’s sense of self-efficacy—the
degree to which people feel that they have some control over what
happens to them. This can lead to intense regression, where the
bereaved perceive themselves as helpless, inadequate, incapable, child-
like, or personally bankrupt (Horowitz, Wilner, Marmar, & Krupnick,
1980). Attempts to fulfill the deceased’s roles may fail, and this can
lead to increasingly lowered self-esteem. When this happens, personal
efficacy is challenged and people may attribute any change to chance
or fate, not to their own strengths and abilities (Goalder, 1985).

Attig (1996) emphasizes the need to relearn the world after a
death and focuses especially on the impact of a death on one’s sense
of self. The internal task for the mourner is to address the questions
“Who am I now?” “How am I different from loving him/her?” Over
time negative images usually give way to more positive ones, and the
survivors are able to carry on with their tasks and learn new ways of
dealing with the world (Shuchter & Zisook, 1986).

Spiritual Adjustments

The third area of adjustment is to one’s sense of the world. Neimeyer
(2000, 2001) writes that death can shake the foundations of one’s
assumptive world. Loss through death can challenge one’s fundamen-
tal life values and philosophical beliefs—Dbeliefs that are influenced
by our families, peers, education, and religion as well as life experi-
ences. It is not unusual for the bereaved to feel that they have lost
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direction in life. The bereaved person searches for meaning in the
loss and its attendant life changes in order to make sense of it
and to regain some control of his or her life. Janoff-Bulman (1992)
has identified three basic assumptions that are often challenged
by the death of a loved one: that the world is a benevolent place, that
the world makes sense, and that the person him- or herself is wor-
thy. The events of September 11, 2001, challenged these three basic
assumptions and more.

Such challenges are also likely to occur when there are sudden
and untimely deaths. Mothers whose very young children are the vic-
tims of drive-by shootings frequently struggle with why God allowed
such a thing to happen. One told me, “I must be a bad person for this
to happen.”

Not all deaths, however, challenge one’s basic beliefs. Some deaths
fit our expectations and validate our assumptions. The appropriate
death of an elderly person after a well-lived life would be an example
of this.

For many there is no clear answer. A mother whose young son
died in the 1988 crash of PanAm Flight 103 said, “It is not how to find
an answer, but how to live without one.” Over time, new beliefs may
be adopted or old ones reasserted or modified to reflect the fragility of
life and the limits of control (Shuchter & Zisook, 1986).

The arresting of task III results in a failure to adapt to the loss.
People work against themselves by promoting their own helplessness,
by not developing the skills they need to cope, or by withdrawing
from the world and not facing up to environmental requirements.
Most people do not take this negative course, however. They usually
decide that they must fill the roles to which they are unaccustomed,
develop skills they never had, and move forward with a reassessed
sense of themselves and the world. Bowlby (1980) sums this up when
he says:

On how he achieves this [task ITI] turns the outcome of his mourning—
either progress towards a recognition of his changed circumstances, a
revision of his representational models, and a redefinition of his goals in
life, or else a state of suspended growth in which he is held prisoner by
a dilemma he cannot solve. (p. 139)
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Task IV: To Find an Enduring Connection With the
Deceased in the Midst of Embarking on a New Life

When I wrote the first edition of this book, I defined the fourth task
of mourning as “withdrawing emotional energy from the deceased
and reinvesting it in another relationship.” This concept was posited
by Freud (1917/1957) when he said, “Mourning has quite a precise
psychical task to perform: its function is to detach the survivor’s hopes
and memories from the dead” (p. 268). We now know that people do
not decathect from the dead but find ways to develop continuing
bonds with the deceased (Klass, Silverman, & Nickman, 1996). In
both the second and third editions of this book, I suggested that the
fourth task of mourning is to find a place for the deceased that will
enable the mourner to be connected with the deceased but in a way
that will not preclude him or her from going on with life. We need
to find ways to memorialize, that is, to remember dead loved ones—
keeping them with us but still going on with life. In this edition, I
have rewritten the fourth task as follows: to find an enduring connec-
tion with the deceased in the midst of embarking on a new life (Field,
Gal-Oz, & Bonanno, 2003). This is a more precise way to articulate
the definition of task IV than in the second and third editions of the
book.

In the Harvard Child Bereavement Study we were surprised to
find the large number of children who stayed connected with the
parent who died by speaking to, thinking of, dreaming of, and feeling
watched by that parent. Two years after the death, two-thirds of the
children still felt watched by their dead parent (Silverman, Nickman,
& Worden, 1992). Klass (1999), who has worked for many years with
bereaved parents, also documents the need of these parents to stay
connected with their dead children in some way.

Volkan (1985) has suggested:

A mourner never altogether forgets the dead person who was so highly
valued in life and never totally withdraws his investment in his repre-
sentation. We can never purge those who have been close to us from
our own history except by psychic acts damaging to our own identity.
(p. 326)
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Volkan goes on to say that mourning ends when the mourner no longer
has a need to reactivate the representation of the dead with exagger-
ated intensity in the course of daily living,

Shuchter and Zisook (1986) write:

A survivor’s readiness to enter new relationships depends not on “giving
up” the dead spouse but on finding a suitable place for the spouse in the
psychological life of the bereaved—a place that is important but that
leaves room for others. (p. 117)

The counselor’s task then becomes not to help the bereaved give
up their relationship with the deceased, but to help them find an
appropriate place for the dead in their emotional lives—a place that
will enable them to go on living effectively in the world. Marris (1974)
has captured this idea when he writes:

At first, a widow cannot separate her purposes and understanding from
the husband who figured so centrally in them: she has to revive the
relationship, to continue it by symbols and make-believe, in order to
feel alive. But as time goes by, she begins to reformulate life in terms
which assimilate the fact of his death. She makes a gradual transforma-
tion from talking to him “as if he were sitting in the chair beside me,”
to thinking what he would have said and done, and from there to plan-
ning her own and her children’s future in terms of what he would have
wished. Until finally the wishes become her own, and she no longer
consciously refers them to him. (pp. 37-38)

Bereaved parents often have difficulty understanding the notion of
emotional withdrawal. If we think of relocation, then the task for be-
reaved parents is to evolve some ongoing relationship with the thoughts
and memories that they associate with their child, but to do this in a
way that allows them to continue with their lives after such a loss. One
such parent eventually found an effective place for the thoughts and
memories of her dead son so she could begin reinvesting in life. She wrote:

Only recently have I begun to take notice of things in life that are still
open to me. You know, things that can bring me pleasure. I know that
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I will continue to grieve for Robbie for the rest of my life and that I will
keep his loving memory alive. But life goes on, and like it or not, I am a
part of it. Lately, there have been times when I notice how well I seem

to be doing on some project at home or even taking part in some activity
with friends. (Alexy, 1982, p. 503)

To me, this represents movement in the accomplishing of task IV.
Attig (1996) affirms the following:

We can continue to “have” what we have “lost,” that is, a continuing, al-
beit transformed, love for the deceased. We have not truly lost our years
of living with the deceased or our memories. Nor have we lost their
influences, the inspirations, the values, and the meanings embodied in
their lives. We can actively incorporate these into new patterns of living
that include the transformed but abiding relationships with those we
have cared about and loved. (p. 189)

It is difficult to find a phrase that adequately defines the noncom-
pletion of task IV, but I think the best description would perhaps be
not living. One’s life has stopped with the death and has not resumed.
The fourth task is hindered when one holds on to the past attachment
in a way that precludes one from forming new ones. Some people
find loss so painful that they make a pact with themselves never to
love again. Popular songs are replete with this theme, which gives it a
validity it does not deserve.

For many people, task IV is the most difficult one to accomplish.
They get stuck at this point in their grieving and later realize that
their life in some way stopped at the point the loss occurred. But
task IV can be accomplished. One teenage girl had an extremely dif-
ficult time adjusting to the death of her father. Two years later, as she
began to move through the issues of task IV, she wrote a note to her
mother from college that articulated what many people come to real-
ize when they are grappling with emotional withdrawal and reinvest-
ment: “There are other people to be loved,” she wrote, “and it doesn’t
mean that I love Dad any less.”

Many counselors have found these four tasks of mourning useful
in understanding the bereavement process. My concern is that some
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novice counselors tend to see these tasks as a fixed progression and
fall into the trap associated with fixed stages. Tasks can be revisited
and worked through again and again over time. Various tasks can also
be worked on at the same time. Grieving is a fluid process and is influ-
enced by the mediators of mourning discussed in the next chapter.

DUAL-PROCESS MODEL OF GRIEVING

Stroebe and Schut (1999, 2001a, 2005) have developed the dual-
process model of grieving. This was created to “better account for the
diversity of stressful experiences in bereavement” (Stroebe & Schut,
1999, p. 197). They claim that it is different from the task model of
mourning, but I don't find the differences that striking. They iden-
tify loss-oriented stressors and restoration-oriented stressors. Loss-
oriented stressors focus on the deceased person and involve grief work
on such issues as separation distress, appraisal of the meaning of the
loss, and relocation of the deceased in a world without the deceased’s
presence. Restoration-oriented stressors involve skill mastery, identity
change, and other psychosocial transitions and changes. This includes the
rebuilding of shattered assumptions of the self and the world. Their
loss orientation includes the very tasks that I have outlined in task I,
task II, and task IV. Restoration orientation is almost identical to my
task ITI.

Stroebe and Schut (1999) make the assumption that it is not pos-
sible to attend to both loss and restoration dimensions at the same
time. People oscillate between these two dimensions, confronting one
and avoiding the other, and going back and forth. They postulate that
oscillation has an adaptive regulatory function. The reader should
note that tasks are not linear and that people go back and forth deal-
ing with them as needed. Tasks can be, and are, worked on simultane-
ously, and a layered approach may be a better descriptor. People can
engage in tasks or they can back away from them. A good example of
this is the “dosing” notion. Mourners frequently dose themselves as
to the amount of pain that they will let themselves experience at any
one time. Depending on their coping style, to be discussed in the next
chapter, there are ways to deny the loss and distract from the pain
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(Hogan & Schmidt, 2002). Coping style is an important mediator of
the way people deal with the various tasks of mourning.

I think that when one maintains that “it is not possible to attend
to both dimensions at the same time,” this locks people into too fixed
a pattern, and the penultimate of fixed patterns are the stage theories
extant since the 1960s. A theory that posits flexibility is what is needed.
People do not grieve the same way, and highlighting individual differ-
ences is most important. I believe that the task theory provides such
flexibility. That people confront sometimes and avoid sometimes is not
up for debate. The best model is one that does not lock people into
one task at a time to the exclusion of other tasks.
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The Mourning Process:
Mediators of Mourning

It is not sufficient to know only about the tasks of mourning. It is
also important for the counselor to understand the second part of the
mourning process—the mediators of mourning. If you assess a large
number of grieving people, you will see a wide range of behaviors, and
although these behaviors may reflect those on the list of normal grief
reactions, there are major individual differences. For some, grief is a
very intense experience, whereas for others it is rather mild. For some,
grief begins at the time they hear of the loss, while for others it is a
delayed experience. In some cases grief goes on for a relatively brief
period of time, while in others it seems to go on forever. In order to
understand why individuals handle the tasks of mourning in different
ways, one must understand how these tasks are mediated by various
factors. This is especially important when one is working with compli-
cated mourning (described in chapter 5).

MEDIATOR 1: WHO THE PERSON WHO DIED WAS

To begin with the most obvious: if you want to understand how
someone will respond to a loss, you need to know something about
the deceased. Kinship identifies the dead person’s relationship to
the survivor. Such a relationship could be that of a spouse, child,
parent, sibling, other relative, friend, or lover. A grandparent who dies
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of natural causes will probably be grieved differently than a sibling
killed in a car accident. The loss of a distant cousin will be grieved
differently than the loss of a child. The loss of a spouse may be grieved
differently than the loss of a parent. In the case of two children whose
father has died, there can be significant individual differences in grief
responses. Who the father was to the 13-year-old daughter can be
quite different from who the father was to the 9-year-old son. Each
child lost a father, but each had a different relationship with him and
different hopes and expectations about him.

MEDIATOR 2: THE NATURE OF THE ATTACHMENT

The tasks of mourning are mediated not only by who the deceased
was, but also by the nature of the survivor’s attachment to the person.
You need to know something about:

1. The strength of the attachment. It is almost axiomatic that the
intensity of grief is determined by the intensity of love. The grief
reaction often increases in severity proportionately to the in-
tensity of the love relationship.

2. The security of the attachment. How necessary was the
deceased to the sense of well-being of the survivor? If the sur-
vivor needed the lost person for his or her own sense of self-
esteem—to feel okay about him- or herself—this will portend
a more difficult grief reaction. For many individuals, security
and esteem needs are met by their spouse, and after their
spouse dies, the needs remain the same, but the resources are
missing,

3. The ambivalence in the relationship. In any close relationship
there is always a certain degree of ambivalence. Basically, the
person is loved, but there also coexist negative feelings. Usually
the positive feelings far exceed the negative feelings, but in the
case of a highly ambivalent relationship in which the negative
feelings coexist in almost equal proportion to the positive ones,
there is going to be a more difficult grief reaction. Often in a
highly ambivalent relationship, the death leads to a tremendous
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amount of guilt, often expressed as “Did I do enough for him?”
along with intense anger at being left alone.

4. Conflicts with the deceased. This refers not just to conflicts
around the time of death, but also to a history of conflicts. Of
special note are conflicts stemming from earlier physical and/or
sexual abuse (Krupp, Genovese, & Krupp, 1986). In conflicted
relationships there is the possibility of unfinished business
that never gets resolved before the death. This is especially
true in the case of sudden death. Sarah, her husband, and
her mother lived together in the same house. One morning
Sarah and her mother had a big fight before the mother left
for work. On her way to work, the mother’s car was hit by an
18-wheeler truck and the mother was killed. Sarah carried a
lot of guilt with regard to her interactions with her mother on
the day of the death, as well as guilt about their long-standing
conflicts with each other. She sought out counseling to help
herself resolve this guilt and her unfinished business with her
mother.

5. Dependent relationships. Such relationships can affect the
person’s adaptation to the death, especially task III issues.
The external adjustments will be greater for a person who was
dependent on the deceased for the fulfillment of various daily
activities such as bill paying, driving, and meal preparation
than for the person who had less dependency on the deceased
for these activities of daily living.

MEDIATOR 3: HOW THE PERSON DIED

How the person died has an impact on how the survivor deals with the
various tasks of mourning. Traditionally, deaths are cataloged under
the NASH categories: natural, accidental, suicidal, and homicidal.
The accidental death of a child may be grieved differently than the
natural death of an older person, whose death would be seen as occur-
ring at a more appropriate time. The suicidal death of a father may
be grieved differently than the expected death of a young mother
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leaving small children. There is evidence that survivors of suicidal
deaths have unique and very difficult problems handling their grief
(see chapter 7). Other dimensions associated with the death that can
affect bereavement are the following.

Proximity

Where did the death occur geographically—did it happen near the
survivors or far away? Deaths occurring at a distance may give the
loved one a sense of unreality regarding the death. One can as-
sume that the person is still there, which affects task I of mourning.
There have been different findings as to whether home deaths help
or increase distress in bereavement. Addington-Hall and Karlsen
(2000) studied home deaths in Britain and found that bereaved
individuals who cared for a patient dying at home had more psycho-
logical distress, missed the deceased more, and had a more difficult
time coming to terms with the death after it occurred. As part of
Project Omega at Massachusetts General Hospital, Avery Weisman
and I interviewed caregivers whose loved ones had died at home.
We asked if they would do this again. The results were split 50/50.
Half would do it again. They felt that they could give their dying
loved one special attention and that their children could see death
as a part of life. The other half said, “No way.” They found it diffi-
cult to manage some of the medical procedures and always felt like
they could be doing more for the dying person (Weisman & Worden,
1980). Hospice home care has developed since we did that study, so
the latter attitude may be less of a problem now.

Suddenness or Unexpectedness

Was there some advance warning or was the death unexpected? A
number of studies suggest that survivors of those who die sudden
deaths, especially young survivors, have a more difficult time than
people with advance warning a year or 2 years later (Parkes & Weiss,
1983). In the Harvard Child Bereavement Study, sudden death (40%)
as opposed to expected death (60%) affected both the adjustment of
the children as well as the adjustment of the family. This was most
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apparent during the first year of bereavement. As the family moved
into the second year, other mediators were more prominent in affect-
ing their adjustment. Although half of the children remained fearful
of their surviving parent’s safety 2 years after the death, it was not
the suddenness of the death that created this fear but rather the poor
functioning of the surviving parent. Sudden deaths overlap with vio-
lent deaths, and it may be the latter that is the most impactful. When
it came to natural deaths, the longer the survivor had to anticipate the
death, the better his or her adjustment. However, it was not necessar-
ily objective time (i.e., weeks and months) but rather their perceptions
of expectation that made the difference in adaptation in the Harvard
study. However, Donnelly, Field, and Horowitz (2000) found that
objective expectancy was a stronger predictor of symptoms than was
subjective expectancy, so more investigation is needed.

Violent/Traumatic Deaths

The impact of violent and traumatic deaths can be long lasting and
often leads to complicated mourning (the sequelae of homicides and
suicides will be discussed in chapter 7). This type of death does sev-
eral things to challenge the tasks of mourning. First, it challenges a
person’s sense of self-efficacy and the internal adjustments of task
ITT—"What could I have done to have prevented this from happen-
ing?” is often a major preoccupation. Second, violent deaths are highly
likely to shatter a person’s worldview and pose a challenge to meaning
making that is part of task ITI. Third, the circumstances surrounding
the death may make it difficult for survivors to express their anger and
blame (task IT). This is particularly true in cases in which the survivor
killed the person in an accident or a homicide; guilt will obviously be
a key factor in coping with the loss. A fourth sequela following trau-
matic deaths is a possible posttraumatic stress disorder (PTSD).

Multiple Losses

Some people lose a number of loved ones in a single tragic event or
in a relatively short period of time. One man I know saw his whole
family killed in front of him when a construction crane collapsed on
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his car, killing his wife and two children. When such multiple losses
occur there is the possibility of “bereavement overload” (Kastenbaum,
1969). There is too much grief and pain, and the person is unable to
manage feelings associated with the second task of mourning. Inter-
vention requires exploring each loss individually, beginning with the
least complicated, looking at what has been lost, and gradually jump-
starting the grieving process. For the man who lost both children in
the accident exploring his relationship with each child separately was
important, as his relationship with and expectations for each child
were different.

Preventable Deaths

When the death is seen as preventable, issues of guilt, blame, and cul-
pability come to the surface. These issues need to be worked through
as a part of task IL. Prolonged litigation is often a correlate of prevent-
able deaths and can prolong the mourning process for those involved
with it (Gamino, Sewell, & Easterling, 2000). Bugen (1977) brought
this dimension to our attention and shows how it has an impact on the
overall adaptation to a death, along with the dimension of emotional
closeness. More recently, Guarnaccia, Hayslip, and Landry (1999)
tested Bugen’s model on a large group of adults and found that per-
ceived preventability of the death was a very strong mediator affecting
grief measures.

Ambiguous Deaths

There are some situations when the survivors are not sure whether
their loved one is alive or dead. We saw this during the Vietnam War
when military personnel were listed as missing in action. Families
were not sure whether the person was dead or alive. This puts the
mourner in an awkward position not knowing whether to hold out
hope or to give into grief. Similar ambiguity can exist after an air-
plane crash into the ocean. I worked with some families after the
KAL plane was shot out of the sky in 1983. No bodies from that
flight were retrieved. Although these families knew their loved ones
were dead, some held out hope. It was helpful to get closure when
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the South Korean government erected a monument with the names
of the passengers on it. After the September 11, 2001, tragedy some
bodies were not recovered leaving family members with the hope
their loved one would show up at some point. We need more under-
standing of this type of loss, and this can be done by documenting
the narratives of families who manage to change and move on in spite
of an ambiguous loss (Tubbs & Boss, 2000).

Stigmatized Deaths

Doka and others have written about disenfranchised grief (Attig,
2004; Doka, 1989, 2002). Deaths such as suicide and death by AIDS
are often seen as stigmatized deaths. When such stigma exists, social
support for the mourner may be less than sufficient (Doka, 1989).
Stigmatized deaths are related to socially unspeakable losses and
socially negated losses, which are discussed in chapter 7.

MEDIATOR 4: HISTORICAL ANTECEDENTS

In order to understand how someone is going to grieve, you need to
know if he or she has had previous losses and how these were grieved.
Were they grieved adequately, or does the person bring to the new
loss a lack of resolution from a previous one?

A person’s mental health history may be important here. One
historical focus has been on those who come to a loss with a history of
depressive illness. Zisook, Paulus, Shuchter, and Judd (1997) believe
that a major depression prior to the death can create an increased risk
for major depression following spousal bereavement. On the other
hand, Byrne and Raphael (1999) did not find that a major depres-
sive episode was predicted by a past history of dysphoria in widowed
older men. Such differences in findings can be explained, in part, by
differences in populations, time frames, and measures used.

Another historical mediator has to do with familyissues. Unresolved
loss and grief can transcend several generations and affect the current
mourning process (Paul & Grosser, 1965; Walsh & McGoldrick,
1991).
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MEDIATOR 5: PERSONALITY VARIABLES

Bowlby (1980) makes a strong plea for therapists and other counselors
to take the mourner’s personality structure into account when trying
to understand an individual’s response to loss. Such personality vari-
ables include the following.

Age and Gender

There has been considerable recent interest in gender differences
and the ability to grieve, especially men’s ways of grieving (Martin
& Doka, 1996). It is true that boys and girls are socialized differ-
ently, and many of the differences in how men and women approach
the tasks of mourning may be more a part of this socialization than
in some intrinsic genetic differences. One speculation has been that
women may grieve differently and have different bereavement out-
comes because they receive more social support than men. A well-
done study by Stroebe, Stroebe, and Abakoumkin (1999) shows that
such is not the case. Schut, Stroebe, de Keijser, and van den Bout
(1997), however, found that there were strong gender differences in
the type of intervention found to be efficacious. Men responded bet-
ter to affect-stimulating interventions, and women to problem-solving
interventions. The interventions appear to be the opposite of typi-
cal gender styles. Looking at men who had lost spouses, Lund (2001)
found men in their 50s were the most effective in coping with their

grief.

Coping Style

Distress is mediated by one’s coping choices—how inhibited one
is with feelings, how well one handles anxiety, and how one copes
with stressful situations. Lazarus and Folkman (1984) define coping
as the changing thoughts and acts that an individual uses to manage
the external or internal demands of stressful situations. The death of
a loved one certainly makes such demands. Coping styles vary from
person to person. Coping research—whether coping with cancer,
bereavement, or trauma—has been a major part of my professional
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life. There are different paradigms for understanding coping, but
here is one that I find particularly useful both in research and clinical
intervention. It is a problem-solving model in which coping can be
seen as what one does with a problem to bring about relief and resolu-
tion. Both relief and resolution are interval measures and may vary
as to the degree of relief and resolve. There are three main groups of
coping functions.

Problem-Solving Coping

People vary in their ability to solve problems. Those with the poorest
skills overuse ineffective strategies, or they try one thing to solve the
problem and then give up when that doesn’t work. There are ways to
teach problem solving to people lacking these skills. One is a cognitive-
behavioral intervention that Sobel and I developed (Sobel & Worden,
1982).

Active Emotional Coping

Active emotional coping is the most effective strategy for handling
problems and managing stress. Redefinition is at the top of the list for
effectiveness. This is the ability to find something positive or redemp-
tive in a bad situation. The whole notion of growth through grief is
predicated on the effective use of these strategies. In studies of both
cancer patients and the bereaved, those with the lowest emotional
distress were those who could reframe problems and find something
positive in the difficult situation. Humor is another coping strategy
that can be effective. To use humor requires a certain distancing
from the problem that can be helpful in the short haul. Venting of
emotions rather than bottling up feelings can be useful. However,
venting is best when it involves positive as well as negative feelings
and isn’t the kind of affect display that blows others out the door.
The ability to accept support is another dimension of an active emo-
tional approach to coping. Accepting the support of others does not
necessarily make one feel less efficacious. On the contrary, accepting
support is a choice of the mourner that may enhance efficacy as well
as esteem.
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Avoidant Emotional Coping

Perhaps the least effective strategies are avoidant emotional coping.
They may make the person feel better for the moment, but they are
not particularly useful in solving a problem. Avoidant coping includes
blame, both of self and others; distraction, which can be useful in the
short haul, but not if it persists; denial, which like distraction can have
short-term benefits as a buffer against difficult reality but is not effec-
tive over the long term; and social withdrawal, again helpful over the
short term but not the most effective coping. Substance use and abuse
may make the person feel better but do not solve the problems and
may have their own iatrogenic effects.

In the Harvard Child Bereavement Study, the best outcomes both
for the parents and for their children came from the use of active emo-
tional coping strategies, especially the ability to redefine and reframe.
Passive strategies (e.g., “There is nothing that I can do about it”) are
among the least effective (Worden, 1996). Schnider, Elhai, and Gray
(2007) found that active coping was associated with best outcomes
after a traumatic loss and that avoidant emotional coping was associ-
ated with the development of PTSD and/or complicated grief.

The question arises whether coping styles are stable in an individ-
ual or if they are modifiable. Folkman (2001) believes that some strat-
egies like reframing and cognitive avoidance tend to be more stable
types of coping, while others such as problem-solving skills and the
use of social support are more modifiable. From my research I would
agree with this. We had real success using a cognitive-behavioral
approach to teach problem-solving skills to a group of poor problem
solvers (Sobel & Worden, 1982). Also, through the use of bereave-
ment groups, mourners can learn more effective ways to use social
support.

Attachment Style

Another important mediator that affects how one handles the various
tasks of mourning is one’s attachment style. Attachment styles are set
up early in life as the result of early parent-child bonding. The goal of
these behaviors is to maintain or reestablish proximity to an attach-
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ment figure, usually the mother. The attachment figure’s responsive-
ness to the child’s emotional needs, especially under stress, determines
these patterns. Attachment styles are seen by some as traits, traits that
are somewhat malleable under situations like traumatic events and
psychotherapy but basically firmly established (Fraley, 2002). The ap-
praised availability or psychological proximity of the attachment figure
is the important factor determining whether the person feels secure or
distressed in the absence of the attachment figure. Generally attach-
ment styles evolve as a result of experiences or relationships with im-
portant others early in life. Attachment bonds exist between adults but
are considered to differ in important ways from the child-parent bond,
because both partners can serve as an attachment figure to each other.

When the relationship to an attachment figure is severed through
death, the survivor is under threat to maintain or reestablish proxim-
ity to the figure. Separation distress leads to searching behavior in order
to reestablish the lost relationship, but gradually the bereaved comes
to appreciate the permanence of the loss. A healthy adaptation to this
new reality is for the mourner to internalize the deceased into him- or
herself and his or her schema of life so that psychological proximity
substitutes for the previous physical proximity. The bereaved can be
emotionally sustained by the mental representation of the deceased,
with less need for the physical presence no longer available. Internal
models or representations have been described in terms of styles
of attachment (Ainsworth, Blehar, Waters, & Wall, 1978; Main &
Solomon, 1990; Mikulincer & Shaver, 2003).

Secure Attachment Style

Through good parenting and other healthy early relationships, many
people develop what is called a secure attachment style. Those with
secure attachments have positive mental models of being valued and of
being worthy of support, concern, and affection. After experiencing the
loss of an important attachment figure through death, individuals with
a secure attachment style experience the pain of sorrow but are able
to process this pain and move on to develop healthy continuing bonds
with the lost loved one. Early intense grief (searching and pining) do
not overwhelm their acceptance of the reality of the loss—task I.
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Insecure Attachment Styles

There are four types of insecure attachment styles that people may
have when parenting and early relationships have not gone well.
These are anxious/preoccupied attachments, anxious/ambivalent at-
tachments, avoidant/dismissing attachments, and avoidant/fearful
attachments. (Some researchers may use other terms for the same
phenomena.) These various attachment styles affect one’s relation-
ships throughout life and are important mediators for the grieving
process when the attachment figure dies. These insecure attachment
styles are particularly important mediators because they can make
adaptation to the tasks difficult and contribute to the development of
complicated mourning (Stroebe, Schut, & Stroebe, 2006). Let’s look
at these insecure attachment styles in some detail.

Anxious/Preoccupied Attachment. These are relationships that give a per-
son a sense of uneasiness and in which the person is often super-
sensitive to slights and other perceived neglect in the relationship.
These are individuals who keep extra boyfriends (or girlfriends) in
the wings in case the current one does not work out. These people
do not feel good about themselves and are likely to have their self-
esteem needs determined by the significant other. When death takes
the loved one, individuals with this attachment style often show
high levels of distress that goes on for some time and may lead to
the complication of chronic or prolonged grief. Their ability to regu-
late affect, as well as their ability to handle stress, may be deficient.
Rumination over the loss may be high, and excessive pain may be
handled by avoidant behavior—avoiding reminders of the loss to
buffer the pain. Low self-efficacy is often apparent when the person
sees him- or herself as helpless and unable to cope without the loved
one. Clinging and help-seeking behavior are behavioral features of
this style. The therapy goal for people with this style is to help them
stop trying to regain physical proximity to the deceased and through
internalization to feel secure through psychological proximity (Field,
Gao, & Paderna, 2005).

Anxious/Ambivalent Attachment. In ambivalent relationships, love and
hate coexist on almost equal levels. Individuals who form this kind
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of attachment see the other as undependable. Relationships can be
stormy, and anger can be observed when the relationship is threat-
ened. In my clinical work, I sometimes call these angry attachments.
I have treated a number of couples over the years in which one part-
ner has to leave for several days or weeks for legitimate business pur-
poses and the other partner goes crazy with angry responses. On some
level of awareness, the anger may be perceived as a way of keeping
the person from leaving so that the anxiety that underlies this style
does not have to be experienced. This is similar to the protest of the
child to reestablish the physical proximity of the attachment figure.
When the loved one dies, the intensity of anger and anxiety is exces-
sive, so in order to keep stability, the mourner may focus on positive
feelings—the polar opposite feelings from the anger. These are the
mourners who make their loved ones bigger than life so as not to con-
front the depths of anger on the other side of their experience. When
they talk about their loved one, the counselor gets the feeling that no
one can be that great. Intervention should be directed toward the ac-
knowledgment and expression of both types of feelings, positive and
negative. If the anger cannot be expressed and integrated into the
loving feelings, the person may experience high levels of depression
or prolonged grief, along with extensive rumination.

Avoidant/Dismissing Attachment. Here the individual may have had an
unresponsive parent and developed a pseudo self-sufficient style.
Behavior is organized around the goal of self-reliance and indepen-
dence. Some of these individuals are seen as unreliable. Autonomy
and self-reliance are of paramount importance to them. After a death,
these people may show few symptoms and minimal emotional reac-
tions, basically because they are minimally attached. These individuals
have an excessively positive view of themselves and often a negative
opinion of others, to whom they are less likely to turn under stress.
There is some controversy in the field as to whether individuals with
this style, who initially show minimal emotional reactions to a loss, go
on to develop a delayed grief reaction. Some, like Fraley and Bonanno
(2004), do not think so. However, there is some likelihood that those
with this style go on to experience somatic reactions after a loss, ei-
ther immediately following the death or later, due to unconscious
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longings for detachment (Stroebe et al., 2006). Because of defensive
exclusion, they cannot process the implications of the loss and task I11
issues may be a struggle.

Avoidant/Fearful Attachment. People with this style of attachment are
very likely to make the poorest adaptation to the loss. Unlike the
avoidant/dismissing person, who values self-sufficiency, they want re-
lationships but have long histories of tentative attachments due to the
fear that these attachments might be broken. When death takes away
any attachments they have developed, they are very susceptible to
developing high levels of depression. This depression often protects
them against anger that they may be feeling. Social withdrawal is the
behavior most frequently seen in bereavement situations and serves
as a protection of the self.

Healthy attachments, when broken, lead to feelings of grief. Less
healthy attachments lead to feelings of anger and guilt when the
attachment is broken through death (Winnicott, 1953). Attachment
problems are also of importance for the highly dependent person and
the person who has difficulty forming relationships. Individuals di-
agnosed with certain personality disorders may also have a difficult
time handling a loss. This is especially true of those classified with
borderline personality disorders or narcissistic personality disorders
(see American Psychiatric Association, 2000). Less healthy attach-
ments can lead to separation disorders, which are the current focus of
traumatic grief (Jacobs, 1999).

Cognitive Style

Different people have different cognitive styles. Some are more op-
timistic than others and are likely to report the glass half full rather
than half empty. Associated with such an optimistic style is the ability
to find something positive or redemptive in a bad situation. One cancer
patient said, “T am not happy this happened to me, but it did give me
the opportunity to reconcile with my mother.” In the Harvard Child
Bereavement Study we found that optimism and the ability to rede-
fine were associated with lower levels of depression in the surviving
parents during the first 2 years following the loss (Worden, 1996).
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Likewise, Boelen and van den Bout (2002) found that positive think-
ing was inversely related to measures of anxiety and traumatic grief
symptomatology but especially to depression. This should not be sur-
prising since Beck et al. (1979) and other depression researchers find
that depressed individuals have negative views of life, themselves, the
world, and the future. This pessimistic attitude of the depressed often
leads to a cognitive style that involves the use of overgeneralization.
“I will never get over this” and “No one will ever love me again” are
examples of this type of thinking,

Another important cognitive style is rumination. People who
ruminate persistently and repetitively focus on their negative emo-
tions without taking action to relieve these emotions. In the context
of bereavement, this involves chronically and passively focusing on
grief-related symptoms. This cognitive style lengthens the time that
negative emotions are experienced, which does not lead to an effec-
tive handling of task IT and may lead the depressed mood to become
a depressive disorder (Nolen-Hoeksema, 2001; Nolen-Hoeksema,
McBride, & Larson, 1997). Ruminators focus on their loss presumably
to find meaning and understanding, but research shows that they are
less likely to find it than are non-ruminators. One possible explanation
for the perdurance of this cognitive style, despite the pain it brings, is
that such pain represents the individual’s last and perhaps final tie to
the deceased. However, there are two main negative sequelae to this
style: first, the mourner does not engage in good problem-solving be-
havior, and second, it can drive people away, people who might offer
social support. There are several interventions that can be useful in
work with bereaved people who ruminate a lot. Help them with their
problem-solving focus and teach them skills for the same; help them
to increase their social contacts in a way that doesn’t drive people
away; and help them find more appropriate ways to handle task IV
issues, to stay connected without making the pain their point of con-
nection, and to go on with their lives without the deceased.

Ego Strength: Self-Esteem and Self-Efficacy

All people come to a death event with attitudes about their own
worth and attitudes about their ability to affect what happens to
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them in life. Some deaths can challenge a person’s self-esteem and
self-efficacy, thus making the internal adjustments of task IIT more
of a challenge (Reich & Zautra, 1991). This is especially true when
long-standing negative self-images have been compensated for by
one’s spouse. If the spouse dies, such a profound loss can reacti-
vate previously held latent negative self-images (Horowitz, Wilner,
Marmar, & Krupnick, 1980). Self-efficacy is another component of
ego strength. It is similar to Rotter’s locus of control and involves
how much a person believes that he or she has control over what
happens to him or her in life. The death mediator of preventability
becomes a major focus for some when the death makes one feel im-
potent and out of control. Benight, Flores, and Tashiro (2001) found
that older widows who had a stronger sense of coping self-efficacy
had a better sense of emotional and spiritual well-being and were
also in better physical health. In the Harvard Child Bereavement
Study, self-esteem and self-efficacy were important strengths in the
experience of children who made the best adjustments to the death
of a parent (Worden, 1996). Haine’s team (2003) also found locus
of control and self-esteem to be important stress mediators in their
study of bereaved children in Arizona (esteem more so than efficacy).
Bauer and Bonanno (2001) found a strong link between self-efficacy
and psychological health and found it predicted less grief over time in
a group of midlife bereaved spouses. Efficacy was particularly useful
in helping mourners with task III issues of finding meaning for the
loss and establishing new identity constructions.

Assumptive World: Beliefs and Values

Each of us carries assumptions about the benevolence and the mean-
ingfulness of the world (Schwartzberg & Janoff-Bulman, 1991). Some
deaths can challenge a person’s assumptive world more than others,
causing a spiritual crisis for the individual who is uncertain of what
is true and what is good. When this happens, the spiritual adjust-
ments of task III are made more difficult. I have worked with several
mothers whose young children were in the yard playing when they
were shot and killed by drive-by shooters, often gang members.
This senseless loss of their children presents a crisis of faith to these
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mothers, challenging their belief in the predictability of the world and
God’s place in it. However, certain worldviews can serve a protective
function by allowing individuals to incorporate a major tragedy into
their belief system. A person who holds a firm belief that all things
are part of God’s larger plan may show less distress following the loss
of a spouse than a person who does not hold this view (Wortman &
Silver, 2001). The belief that one will be reunited for all eternity with
the deceased may also serve a protective function (Smith, Range, &
Ulmer, 1991-1992).

MEDIATOR 6: SOCIAL VARIABLES

Grieving is a social phenomenon, and the need to grieve with others
can be important. The degree of perceived emotional and social
support from others, both inside and outside the family, is significant
in the mourning process. Several studies have shown that perceived
social support alleviates the adverse effects of stress, including the
stress of bereavement (Schwartzberg & Janoff-Bulman, 1991; Sherkat
& Reed, 1992; Stroebe et al., 1999). Even pet owners showed
fewer symptoms than those without companion animals (Akiyama,
Holtzman, & Britz, 1986). Most studies find that those who do less
well with bereavement have inadequate or conflicted social support.
One difficulty with social support is that although it may be present
around the time of death and shortly thereafter, 6 months to a year
later, when the mourner is realizing all that he or she lost when the
loved one died, people who were there at the funeral may no longer
be there, and if they are there, they are encouraging the person to get
over it and move on with life.

Stroebe, Schut, and Stroebe (2005) looked at four longitudinal
studies that examined the relationship between social support and
depression over a 2-year period. These studies were the Tubingen
Longitudinal Study of Bereavement (Stroebe, Stroebe, Abakoumkin,
& Schut, 1996), the Changing Lives of Older Couples Study (Carr,
House, Kessler, Nesse, Sonnega, & Wortman, 2000), a study of par-
ents who had lost children to violence (Murphy, 2000), and a study
of ruminative coping (Nolen-Hoeksema & Morrow, 1991). In all
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four studies, those with more social support had lower depression
scores at each assessed time point. However, in none of the studies
did social support accelerate adjustment to the loss or make adjust-
ment easier. Although knowing that one can call upon the support
of friends and family members may help to soften the blow of loss, it
does not necessarily accelerate the grief process. The following are
important social mediators.

1.

Support satisfaction. More important than the mere availability
of support is the mourner’s perception of social support and
satisfaction with it. Research has shown numerous examples
where support was available but the person defined it as less
than satisfactory. Social integration—the time spent with
others and utilization of social support (confiding in others)—
are two dimensions that go into support satisfaction (Sherkat &
Reed, 1992).

Social role involvements. Involvement in multiple roles has
been found to affect adjustment to a loss by death. Persons
who participate in more and varied social roles seem to adjust
better to loss than those who don’t. Some roles measured in
the research include those of parent, employee, friend, and
relative, as well as involvement in community, religions, and
political groups (Hershberger & Walsh, 1990).

Religious resources and ethnic expectations. Each of us be-
longs to various social subcultures—including both ethnic and
religious subcultures. They provide us with guidelines and
rituals for behavior. The Irish, for example, grieve differently
than the Ttalians, and the Old Yankees grieve still differently.
In the Jewish faith, Shiva—a period of 7 days when the family
stays home and friends and family come to help them and help
facilitate their grief—is often observed. This is followed by
other rituals such as going to the synagogue and unveiling the
headstone a year later. Catholics have their own rituals, as do
some Protestants. In order to adequately predict how a person
is going to grieve, you have to know something about his or her
social, ethnic, and religious background. The extent to which
participation in ritual affects adjustment to bereavement is still
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unknown. It stands to reason that it should be useful, but more
research is needed here.

A final dimension that should be mentioned under social me-
diators is the secondary gain that the survivor may find in grieving.
A survivor might get a lot of mileage in his or her social network out of
grieving, and this would have an effect on how long it goes on. How-
ever, extended grieving can have the opposite effect and alienate the
social network.

MEDIATOR 7: CONCURRENT STRESSES

Other factors that affect bereavement are the concurrent changes
and crises that arise following a death. Some change is inevitable, but
there are those individuals and families who experience high levels
of disruption (secondary losses) following a death, including seri-
ous economic reversals. In the Harvard Child Bereavement Study,
surviving parents who experienced the largest number of life-change
events following the death of their spouse (as measured by the Family
Inventory of Life Events) had the highest levels of depression, and
their children were also functioning less well over the 2 years of
follow-up (Worden, 1996).

CAUTION

Let me suggest a caution at this point. There is a tendency toward
simplistic thinking about determinants of grief and mediators of
mourning, especially in research. For example, one might look at
the impact of sudden violent death on the survivor’s depression
and perhaps examine perceived and received social support as co-
mediators. However, such research overlooks other important rela-
tionship mediators such as the subtleties of the attachment, a person’s
coping skills, the ability to make meaning out of a tragedy, and
many other mediators of mourning. Mourning behavior is multi-
determined, and the clinician and researcher would do well to keep
this constantly in mind.
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There has been recent interest in myths associated with coping
and loss. Wortman and Silver (2001) challenge the assumption that
loss leads to intense distress and depression. Any experienced clinician
knows that it does for some people, while not for others. Levels of
distress are clearly influenced by the various mediators of mourning.
Wortman and Silver agree that mediators must be considered:

It is important to identify the factors that may lead some people to
express negative feelings after a death. First, people may be more likely
to express negative feelings if they experience more negative feelings.
People may suffer more following a loss for many reasons, including the
closeness of attachment to the deceased, the manner of death, and the
extent to which the death shatters previously held beliefs about them-
selves or their world. . . . Certain types of loss, such as the death of a
child because of a drunk driver, may be more difficult to work through
than the death of a beloved but elderly spouse. (p. 423)

WHEN IS MOURNING FINISHED?

Asking when mourning is finished is a little like asking, “How high
is up?” There is no ready answer. Bowlby (1980) and Parkes (1972)
both say that mourning is finished when a person completes the final
mourning phase of restitution. In my view, mourning is finished when
the tasks of mourning have been accomplished. It is impossible to
set a definitive date for this. Yet in the bereavement literature, there
are all sorts of attempts to set dates—4 months, 1 year, 2 years,
never. In the loss of a close relationship, I would be suspicious of any
full resolution that takes under a year, and for many, 2 years is not
too long.

One benchmark of mourning moving to completion is when the
person is able to think of the deceased without pain. There is always
a sense of sadness when you think of someone you have loved and
lost, but it is a different kind of sadness—it lacks the wrenching qual-
ity it previously had. One can think of the deceased without physical
manifestations such as intense crying or feeling tightness in the chest.
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Also, mourning is finished when a person can reinvest his or her emo-
tions into life and in the living.

There are those, however, who never seem to complete their
grieving. Bowlby (1980) quotes one widow in her mid-60s as saying,
“Mourning never ends. Only, as time goes on, it erupts less fre-
quently” (p. 101). Most studies show that of women who lose their hus-
bands, fewer than half are themselves again at the end of the first year.
Shuchter and Zisook (1986) found that the period around 2 years is
the time when the great majority of widows and widowers have found
a “modicum of stability . . . establishing a new identity and finding
a direction in their lives” (p. 248). Parkes’s (2001) studies show that
widows may take 3 or 4 years to reach stability in their lives. One of
the basic things that education through grief counseling can do is to
alert people to the fact that mourning is a long-term process and that
the culmination will not be a pre-grief state. The counselor can also
let mourners know that even though mourning progresses, grieving
does not proceed in a linear fashion; it may reappear to be reworked.
One widow who also lost her young adult son said to me after a pro-
longed and painful mourning period, “Your expectations do you in! I
now realize that the pain never goes completely away. The pain returns
but I can remember the in-between times better.” I have a friend who
lost someone important to him and was feeling intense pain. He does
not have a great tolerance for pain, particularly emotional pain, and
shortly after the loss he said to me, “T'll be glad when 4 weeks is over
and this will all be finished.” Part of my job was to help him see that
the pain would not go away in 4 weeks and probably would not go away
in 4 months. Some people believe that it takes 4 full seasons of the
year before grief begins to abate. Geoffrey Gorer (1965) believes that
the way people respond to spoken condolences gives some indication
of where they are in the mourning process. The grateful acceptance of
condolences is one of the most reliable signs that the bereaved is work-
ing through mourning satisfactorily.

There is a sense in which mourning can be finished, when people
regain an interest in life, feel more hopeful, experience gratification
again, and adapt to new roles. There is also a sense in which mourn-
ing is never finished. You may find the following quote of Sigmund
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Freud’s to be helpful. He wrote to his friend Binswanger, whose son

had died:

We find a place for what we lose. Although we know that after such a
loss the acute stage of mourning will subside, we also know that we shall
remain inconsolable and will never find a substitute. No matter what
may fill the gap, even if it be filled completely, it nevertheless remains
something else. (Freud, 1961, p. 386)
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Grief Counseling: Facilitating
Uncomplicated Grief

The loss of a significant other causes a broad range of grief reactions,
which we have seen are normal after such an experience. Most people
are able to cope with these reactions and address the four tasks of
mourning on their own, thereby making some kind of an adaptation to
the loss. However, some people experience high levels of distress that
bring them to counseling. Since an initial high level of distress is one
of the best predictors of later distress, it can indicate that the person
is at risk for a poor bereavement outcome. In such cases, counsel-
ing can often help bring about a more effective adaptation to the loss
(Stroebe, Schut, & Stroebe, 2005).

I make a distinction between grief counseling and grief therapy.
Counseling involves helping people facilitate uncomplicated, or nor-
mal, grief to a healthy adaptation to the tasks of mourning within
a reasonable time frame. I reserve the term grief therapy for those
specialized techniques, described in chapter 6, that are used to help
people with abnormal or complicated grief reactions.

To some it may seem presumptuous to suggest that any coun-
seling is needed to help people manage acute grief. Indeed, Freud
(1917/1957) saw grieving as a natural process and in “Mourning and
Melancholia” wrote that it should not be tampered with. However,
grieving has historically been facilitated through the family, religious
organizations, funeral rituals, and other social customs. But times
change. Today we observe that some people who struggle with the
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tasks of mourning may seek professional counseling for help with
thoughts, feelings, and behaviors with which they are finding it diffi-
cult to cope. Others who have not sought out counseling directly often
accept an offer of help, especially when they are having difficulty re-
solving the loss on their own. I see grief counseling as a valid supple-
ment to more traditional facilitations, which may not be as effective
with or available to some people. There is always the risk that the
formal intervention of a mental health worker may make grief seem
pathological, but with skilled counseling this need not be the case.

GOALS OF GRIEF COUNSELING

The overall goal of grief counseling is to help the survivor adapt to the
loss of a loved one and be able to adjust to a new reality without him
or her. There are specific goals that correspond to the four tasks of
mourning: (1) increasing the reality of the loss, (2) helping the coun-
selee deal with both the emotional and behavioral pain, (3) helping
the counselee overcome various impediments to readjustment after
the loss, and (4) helping the counselee find a way to maintain a bond
with the deceased while feeling comfortable reinvesting in life.

Who Does Grief Counseling?

Different types of counselors can be used to facilitate these goals.
Parkes, in his 1980 paper “Bereavement Counseling: Does It Work?”
outlines three basic types of grief counseling. The first involves pro-
fessional services provided by trained doctors, nurses, psychologists,
or social workers who support a person who has sustained a significant
loss. This can be done on an individual basis or in a group setting.
The second type of bereavement counseling involves those services in
which volunteers are selected and trained, and supported by profes-
sionals. Good examples of this are the widow-to-widow programs, one
of the earliest of which was established through the Harvard Labo-
ratory for Community Psychiatry (Silverman, 1986). A third type of
service involves self-help groups in which bereaved people offer help
to other bereaved people, with or without the support of professionals.
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Compassionate Friends is such an example. Again, these services can
be provided on an individual basis, or in a group counseling setting.

An interesting phenomenon that has occurred with the onset of
the hospice movement in the United States is the renewed attention
on the area of bereavement. If you look at the guidelines that are set
up for hospice care, you will find that one important requirement for
a comprehensive hospice program is that it provide counseling and
support for all families whose loved ones are dying in the hospice
setting, and to other bereaved individuals in the community as well
(Beresford, 1993). Although hospices range from palliative care units
and free-standing institutions to home care programs, whatever the
setting of the care, there is general agreement that comprehensive
end-of-life care includes work with the family both before and after
the death. Most hospice programs use some combination of profes-
sionals and volunteers to do the counseling.

When To Do Grief Counseling

In most instances grief counseling begins, at the earliest, a week or
so following the funeral. In general, the first 24 hours is too soon for
a counselor to call unless there has been contact prior to the death.
The bereaved person is still in a state of numbness or shock and is
not ready to come to grips with his or her confusion. In some situa-
tions, where there is awareness of an impending death, the counselor
can make contact with the family members in advance of the death,
reconnect with them briefly at the time of the loss, and offer more
extended contact a week or so after the funeral service. Again, there is
no set rule, and this time schedule should not be taken as a hard-and-
fast rule. This really depends on the circumstances of the death and
the role and setting of the grief counseling,

Where Should Grief Counseling Be Done?

Grief counseling does not necessarily have to take place in a profes-
sional office, although it might. I have done grief counseling in various
parts of the hospital, including the hospital garden and various other
informal settings. One setting that can be utilized effectively is the
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home setting; counselors who make home visits may find that it is the
most suitable context for their interventions. Parkes (1980) supports
this and says, “Telephone contacts and office consultations are no sub-
stitutes for home visits” (p. 5). Even though the counselor will want to
make clear the contract with the client and the goals and objectives
of their interactions, this does not necessitate that the contacts take
place in a more formal office setting. Grief therapy, on the other hand,
would be more appropriate in a professional setting rather than in a
home environment or in an informal setting.

Who Receives Grief Counseling?

There are basically three approaches to bereavement counseling—
one might call them philosophies. The first suggests that bereave-
ment counseling be offered to all individuals who have experienced
a death-related loss, particularly to families in which the death has
taken a parent or child. The assumption behind this philosophy is that
death is a very traumatic event for the people involved and counseling
should be offered to them all. While this philosophy is understand-
able, cost and other factors may make it impossible to offer help on
such a universal basis. Furthermore, our research shows that it is not
needed by everyone (Worden, 1996). Most do well without our help.
Parkes (1998) makes a poignant comment when he says, “There is no
evidence that all bereaved people will benefit from counseling; and
research has shown no benefit to arise from the routine referral of
people to counseling for no other reason than that they have suffered
bereavement” (p. 18).

The second philosophy assumes that some people need help with
their bereavement but wait until they experience difficulty, recognize
their need for help, and reach out for assistance. This philosophy is
more cost effective than the first, but it requires individuals to expe-
rience a degree of distress before help is sought. There is, however,
some evidence that people who seek out counseling do better than
those to whom counseling is unsolicitedly offered (Stroebe, Hansson,
Stroebe, & Schut, 2001).

The third philosophy is based on a preventive mental health
model. If we can predict in advance who is likely to have difficulty
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a year or two following the loss, then we can do something by way
of early intervention to preclude a poor adaptation to the loss. This
approach was used by Parkes and Weiss (1983) and colleagues in the
Harvard Bereavement Study, in which significant predictors identi-
fied high-risk widows and widowers less than 45 years of age.

In this project, bereaved widows and widowers were studied de-
scriptively at regular intervals for a period of up to 3 years following
the death of the spouse. A group of them who were not doing well
13 and 24 months later was identified, and data collected early in
the bereavement were used to define significant predictors of the
high-risk population. Below is a description of the high-risk widow,
as defined in this seminal study. The focus here is on widows rather
than widowers because there are significantly more widows, the
ratio being 5:1 in the United States. No one woman in the study met
all the at-risk criteria. This is a composite picture, but it gives an idea
of the kind of woman who is at risk, and who can be identified early
and offered counseling, which may help her bring her grief to a more
adequate resolution.

IDENTIFYING THE AT-RISK BEREAVED

The woman who will not handle bereavement well tends to be young,
with children living at home and no close relatives living nearby to
help form a support network. She is timid and clinging and was overly
dependent on her husband or had ambivalent feelings about their
relationship, and her cultural and familial background prevents her
from expressing her feelings. In the past she reacted badly to separa-
tion, and she may have a previous history of depressive illness. Her
husband’s death causes additional stress in her life—Iloss of income,
a possible move, and difficulties with the children, who are also try-
ing to adjust to the loss. At first she seems to be coping well, but that
slowly gives way to intensive pining and feelings of self-reproach
and/or anger. Instead of declining, these feelings persist as time goes
on (Parkes & Weiss, 1983).

Identification of the high-risk widow or widower was also at-
tempted by Beverley Raphael in another landmark study. While
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observing widows and widowers in Australia, Raphael (1977) discov-
ered that the following characteristics were significant predictors of
the person who would not do well 1 and 2 years later:

1. A high level of perceived non-supportiveness in the bereaved’s
social network response during the crisis

2. A moderate level of perceived non-supportiveness in social
network response to the bereavement crisis occurring to-
gether with particularly “traumatic” circumstances of the
death

3. A previously highly ambivalent marital relationship with the
deceased, traumatic circumstances of the death, and any
unmet needs

4. The presence of a concurrent life crisis

At the Clark Institute in Toronto, Sheldon, Cochrane, Vachon,
Lyall, Rogers, and Freeman (1981) found that four main groups of
predictors were important in explaining adjustment to bereavement in
80 widows. These four groups were sociodemographic variables, per-
sonality factors, social support variables, and the meaning of the death
event. Of all of these, the sociodemographic factors—being younger
and coming from a low socioeconomic background—were among the
strongest predictors of later distress.

In the Harvard Child Bereavement Study we looked at predic-
tors of high distress in men and women whose spouses had died,
leaving them with school-age children. Those experiencing the high-
est levels of distress around the first anniversary of the loss were
women who had not anticipated the death and who had also expe-
rienced high levels of stress and distress 4 months after the death.
These were women who had more children under the age of 12 living
at home, and who also were experiencing a larger number of life-
change events and stressors in the early months following the loss
(Worden, 1996).

A predictive approach can also be applied to family members other
than spouses. Parkes and his colleagues (1983) at St. Christopher’s
Hospice in England use an eight-variable bereavement risk index to
identify family members in special need of support. If several of these
dimensions are present in the 4-week post-death assessment, the
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person is identified as in need of intervention. The dimensions are:

More young children at home

Lower social class

Employment little, if any

Anger high

Pining high

Self-reproach high

Lacking current relationships

Coping assessment by rater requiring help

N~ ON =

Beckwith, Beckwith, Gray, Micsko, Holm, Plummer, and Flaa
(1990) used these same predictors in their North Dakota hospice and
found those at risk over the first year after spousal loss were younger,
with younger children at home, of low socioeconomic status, had fewer
close relationships, and had experienced a drop in income.

It would be good if we had one set of predictors that applied to all
bereaved populations. Such, however, is not the case. Although there
may be overlap, what predicts difficult bereavement in one popula-
tion may differ from that which predicts difficulty in another group.
Clinicians wanting to use a predictive approach need to do careful
descriptive studies, gathering measures early in the bereavement, and
then do systematic follow-ups with subjects not receiving interven-
tion at selected time intervals in order to see which of the early mea-
sures are the best predictors of later difficulty. Predictors should be
selected with reference to the important mediators of mourning listed
in chapter 3. We used such an approach in our study of parentally
bereaved school-age children. In this longitudinal study we identi-
fied children who were not doing well 2 years after the death. Using
information gathered on these children and their family shortly after
the death, we created a highly accurate instrument for early identifi-
cation of these children, thus enabling early intervention. This instru-
ment and its development can be found in Worden (1996).

COUNSELING PRINCIPLES AND PROCEDURES

Whatever one’s philosophy of grief counseling and whatever the set-
ting, there are certain principles and procedures that help make grief
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counseling effective. The following will serve as guidelines for the
counselor so that he or she can help the client work through an acute
grief situation and come to a good adaptation.

Principle 1: Help the Survivor Actualize the Loss

When one loses a significant other, even though there may have been
some advance warning of the death, there is always a certain sense
of unreality, a sense that it did not really happen. Therefore, the first
grief task is to come to a more complete awareness that the loss actu-
ally has occurred and that the person is dead and will not return. Sur-
vivors must accept this reality before they can deal with the emotional
impact of the loss.

How do you help someone actualize the loss? One of the best
ways is to help survivors talk about the loss. This can be encouraged
by the counselor. Where did the death occur? How did it happen?
Who told you about it? Where were you when you heard? What was
the funeral like? What was said at the service? All these questions are
geared to help the person talk specifically about the circumstances
surrounding the death. Many people need to go over and over it in
their minds, reviewing the events of the loss, before they can actu-
ally come to the full awareness that it has happened. This may take
some time. Many of the widows we have studied said that it took up
to 3 months before they could really begin to believe and understand
that their spouse was dead and not going to return. The importance
of talking about a loss was recognized by Shakespeare, who, through
Macbeth, admonished, “Give Sorrow words; the grief that does not
speak knits up the o'erwrought heart and bids it break.”

Visiting the gravesite, or the place where the remains reside or
are scattered, can also bring home the reality of the loss. Explore with
clients whether they ever visit the grave and what it is like for them. If
they don't visit the grave, ask what their fantasy about going is. Grave-
site visits have their roots in cultural expectations and practices, but
they can also give some clue as to where a person is with regard to
task I issues. Some people need to be encouraged to visit the grave as
part of their grief work. This can be done with care, sensitivity, and an
eye to the timing of the suggestion.
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The counselor can be a patient listener and can continue encour-
aging the person to talk about the loss. In many families, when the
widow talks about the death, the response is “Don't tell me what hap-
pened. I know what happened. Why are you torturing yourself by
talking about it?” The family members do not realize that she needs
to talk about it, that talking helps her to come to grips with the real-
ity of the death. The counselor is not subject to the same impatience
shown by the family and can facilitate the growing awareness of the
loss and its impact by encouraging the patient to verbalize memories
of the deceased, both current and past.

Principle 2: Help the Survivor to Identify
and Experience Feelings

In chapter 1, T outlined a number of feelings that people experience
during grief, many of which could be labeled dysphoric. Because of
their pain and unpleasantness, many feelings may not be recognized
by the survivor or they might not be felt to the degree they need to be
in order for an effective resolution to be brought about. Many clients
come to see us because they want immediate relief from their pain.
They want a pill that will help them attenuate the pain. Helping them
to accept and work through their pain is a major part of our interven-
tion. Some feelings that are most problematic to survivors are anger,
guilt, anxiety, helplessness, and loneliness.

Anger

When someone you love dies, it’s very common to feel angry. “What
helped me was people who cared and who listened to me rant and
rave,” said one man in his 20s whose wife had died. I've suggested that
anger probably comes from two sources: from frustration and from a
sense of regressive helplessness. Whatever the source, it is true that
many people experience intense anger, but they don't always see it as
anger toward the deceased. This anger is real, and it must go some-
where, so if it is not directed toward the deceased (the real target), it
may be deflected onto other people such as the physician, the hospital
staff, the funeral director, the clergy person, or a family member.
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If the anger is not directed toward the deceased or displaced onto
someone else, it may be retroflected, turned inward, and experienced
as depression, guilt, or lowered self-esteem. In extreme cases, retro-
flected anger may result in suicidal behavior, either in thought or in
action. The competent grief counselor will always inquire about sui-
cidal ideation. A simple question like “Has it been so bad that you've
thought of hurting yourself?” is more apt to have positive results than
to prompt someone to take self-destructive action. Suicidal thoughts
do not always represent retroflected anger. They can also come from a
desire to rejoin the deceased.

Some of the angry feelings stem from the intense pain experi-
enced during bereavement, and the counselor can help the client get
in touch with this. Most of the time, however, it is not productive
to attack the anger issue directly. For example, in many cases if you
ask, “Are you angry that he died?” the person will say, “How can
I be angry he died? He didn’'t want to die. He had a heart attack.”
Or people will respond as a widow I once worked did, with: “How
can I be angry? He was an active Christian layman. He had a strong
belief in an afterlife and he’s much better off.” The fact is that she was
much worse off. He left her with many worries, cares, and concerns,
and we did not have to scratch very far beneath the surface to find an
intense well of anger at him for dying and leaving her with all these
problems.

Some people will not admit to angry feelings if you inquire di-
rectly about anger. Either they are not consciously aware of the feel-
ing or they are adhering to the cultural admonition not to speak ill of
the dead. One indirect technique that I have found beneficial is to use
the low-key word “miss.” I sometimes ask a survivor, “What do you
miss about him?” and the person will respond with a list that often
brings on sadness and tears. After a short while, T will ask, “What
don’t you miss about him?” There is usually a pause and a startled
look, and then the person says something like, “Well, I never thought
about it that way, but now that you mention it, I don’t miss his drink-
ing too much, not coming home for dinner on time,” and many more
things. Then the person begins to acknowledge some of his or her
more negative feelings. It is important not to leave clients with these
negative feelings, but to help them find a better balance between the
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negative and positive feelings they have for the deceased so that they
see that the negative feelings do not preclude the positive feelings,
and vice versa. The counselor plays an active role in achieving this.
Another useful word is the word “disappointment.” I ask, “How did
she disappoint you?” It is rare that any close relationship does not
have its share of disappointments. The word “unfair” can also be use-
ful here.

In some cases, all the person has is negative feelings, and it is
important to help him or her get in contact with the corresponding
positive feelings that exist, even though these may be few in number.
Holding only negative feelings may be a way of avoiding sadness that
would become conscious upon admission of any significant loss. Ad-
mitting positive feelings is a necessary part of the process of achieving
an adequate and healthy resolution to one’s grief. Here the problem
is not the suppression of a dysphoric feeling such as anger, but sup-
pressed feelings of affection.

Mike was 23 when his alcoholic father died. Over the years Mike
had felt mistreated by him. “He created in me a dependency and I
kept coming back to him for something I never got. After he died
I wanted to resent him.” Three years after the death, Mike was be-
friended by an older man. One evening as he was preparing to retire,
the man touched him in a way that his father had years earlier when
putting him to bed. This touch triggered off a very vivid image of
his father’s funeral and of his father lying in the casket. Accompany-
ing this image was an intense feeling of sadness, and an awareness of
how much he missed his father’s love. He tried to counter this feeling
by telling himself that it was not his father lying in the casket in his
mind’s eye, but this didn’t work. The sadness prevailed. “How can I
explain that I miss my father’s love,” he asked me when he came for
therapy, “when I never had it?” Through our work he was able to get
a more balanced sense of his feelings. Gradually he found resolution
and relief in the thought “T loved him, but he was unable, because of
his own upbringing, to express his love to me.”

Focusing strongly on negativity may put mourners at greater risk
for complications in the bereavement adjustment and make them suit-
able for therapeutic intervention (Neimeyer, 2000). There is no ques-
tion that a balanced outlook is the healthiest, and a skilled clinician
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is necessary to help achieve this. We learn in therapy training that
timing is paramount in making interpretations. Asking a mourner
who is focusing on negativity to consider possible positive affects or
growth-related meaning from the loss must be done carefully. Bring-
ing this up too soon may make mourners feel that they have been
disrespected and that their loss experience has been invalidated
(Gamino & Sewell, 2004).

Guilt

There are a number of things that can cause feelings of guilt after a
loss. For example, survivors can feel guilt because they did not pro-
vide better medical care, they should not have allowed an operation,
they did not consult a doctor sooner, or they did not choose the right
hospital. Parents whose children die are highly vulnerable to feelings
of guilt that are focused on the fact that they could not help the child
stop hurting or prevent the child from dying. Some feel guilty that they
are not experiencing what they believe to be the appropriate amount
of sadness. Whatever the reasons, most of this guilt is irrational and
centers around the circumstances of the death. The counselor can
help here because irrational guilt yields to reality testing. If someone
says, “T didn’t do enough,” I'll ask, “What did you do?” and the person
will answer, “T did that.” And then I'll say, “What else did you do?”
“Well, T did this.” “What else?” “Well, I did that.” And then more
things will occur to the person, and he or she will say, “I did this, and
this, and this.” After awhile the person will come to the conclusion,
“Maybe I did all T could do under the circumstances.”

However, there is such a thing as real guilt, real culpability, and
this is much more difficult to work with. On some occasions I have
used psychodrama techniques in a group therapy situation in order
to help the person work through this kind of guilt. In one of these
groups, Vicki, a young woman, confessed that on the night her father
died, she had decided to stay with her boyfriend and was not at home
with her family. She felt she had wronged her father, her mother, her
brother, and herself. In the psychodrama, I had her choose different
group members to be the individual family members, including her-
self. Then I had her interact with each of these people, confessing her
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sense of wrongdoing and, in turn, hearing the response from each of
the principals in the drama. The session was very moving, but perhaps
the most moving moment came at the end when Vicki embraced the
person who portrayed her. At that point she experienced a kind of
reconciliation and healing within her own being.

Anxiety and Helplessness

People left behind after a death often feel very anxious and fearful.
Much of this anxiety stems from feelings of helplessness, the feeling
that they cannot get along by themselves or survive alone. This is a
regressive experience that usually eases with time and the realiza-
tion that, even though it is difficult, they can manage. The counsel-
or’s role is to help them recognize, through cognitive restructuring,
the ways they managed on their own before the loss, and this helps
to throw these feelings of anxiety and helplessness into some sort of
perspective.

A second source of anxiety is increased personal death awareness
(Worden, 1976). Personal death awareness is the awareness not of
death in general, or of someone else’s death, but of one’s own death.
This is something all of us have, something that lingers in the back
of our consciousness. From time to time it comes forward, for ex-
ample when we lose a contemporary or have a near accident on the
highway.

For most of us, our own personal death awareness exists at a very
low level. However, with the loss of a significant other, whether it is a
close friend or a family member, there is usually a heightened aware-
ness of our own mortality, which results in existential anxiety. The
counselor can take several directions, depending on the client. For
some, it is better not to address this issue directly but to let it go and
assume that the death awareness will mitigate and fade. With others,
it is helpful to address the issue directly and get them to talk about
their fears and apprehensions regarding their own death. Articulating
this to the counselor may give clients a sense of relief as they unbur-
den their concerns and explore options. In any case, the counselor
should use his or her best judgment to decide which choice is most
appropriate.
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Sadness

There are some occasions when sadness and crying need to be en-
couraged by the counselor. Frequently people refuse to cry in front of
friends for fear of taxing the friendship, or losing the friendship and
sustaining yet another loss. Some suppress their tears in social situa-
tions in order to avoid criticism from others. One widow overheard an
acquaintance say, “It’s been 3 months. Surely she should be pulling
herself together and get out of that self-pitying mood.” Needless to
say, this did not help her with her sadness, nor did it give her the sup-
port she needed.

Some people fear that crying openly will not look dignified or that
it will embarrass others. Stella lost her 4-year-old daughter suddenly,
and the funeral was held in the home of her Old Yankee in-laws some
distance from where the death occurred. Stella was used to open ex-
pressions of grief, but her mother-in-law so intimidated her with her
stoic presence at the funeral that Stella not only suppressed her own
sadness but also ordered her aged mother to do the same, lest she
embarrass her husband’s family. Counseling helped her put this into
perspective and gave her permission to cry, which she needed and was
denying hersellf.

Crying alone may be useful, but it may not be as efficacious as cry-
ing with someone and receiving support. “Merely crying, however, is
not enough. The bereaved need help in identifying the meaning of the
tears, and this meaning will change . . . as the grief work progresses”
(Simos, 1979, p. 89).

It is important that the counselor not be satisfied simply with
the expression of vehement emotions. Experiencing the affect is the
focus of this task, not just expressing the affect. In fact, some who
are the most emotionally vehement in the early months after a loss
are likely to be the most expressively vehement a year later (Parkes,
2001; Wortman & Silver, 1989). Focus is essential. Sadness must be
accompanied by an awareness of what one has lost, anger needs to be
properly and effectively targeted, guilt needs to be evaluated and re-
solved, and anxiety needs to be identified and managed. Without this
focus, the counselor is not being effective, regardless of the amount or
degree of feeling that is being evoked (van der Hart, 1988).
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Along with the need for focus comes the need for balance. The be-
reaved must achieve some balance that allows them to experience their
pain, sense of loss, loneliness, fear, anger, guilt, and sadness; to let in
their anguish and let out their expressions of such anguish; to know and
feel in the very core of their souls what has happened to them; and yet
to do all this in doses, so they will not be overwhelmed by such feelings.
(Schwartz-Borden, 1986, p. 500)

Principle 3: Assist Living Without the Deceased

This principle involves helping people adapt to a loss by facilitat-
ing their ability to live without the deceased and to make decisions
independently. To do this the counselor may use a problem-solving
approach that asks, What are the problems the survivor faces and
how can they be solved? Problem solving is one of the coping skills
mentioned in chapter 3. Some individuals have better-developed
problem-solving skills than others. The deceased played varying
roles in the survivor’s life, and the ability to adjust to the loss is in
part determined by these various roles. One role that is important in
families is the decision-making role, and this role often causes prob-
lems after the loss of a spouse. In many relationships one spouse,
often the man, is the primary decision maker. When he dies, the
wife may feel “at sixes and sevens” when it comes to making de-
cisions independently. The counselor can help her learn effective
coping and decision-making skills so she will be able to take over
the role formerly filled by her husband and, in doing so, reduce her
emotional distress.

Another important role that needs to be addressed when one is
dealing with loss of a partner is that of the loss of a sexual partner.
Some counselors are hesitant to address this important issue, or it can
be overemphasized to the point that the survivor experiences dis-
comfort. Rita, a 60-year-old housewife, was asked to join a widows’
group after the sudden death of her husband. A well-meaning but
inept counselor told her the group would help her find new relation-
ships and would help her with her sexual needs. This was not what
this rather repressed middle-aged woman wanted to hear, and she
turned down what could have been a supportive group experience
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had the issue been presented in a different way. Being able to discuss
emerging sexual feelings, including the need to be touched and to
be held, is important. The counselor can suggest ways to meet these
needs that are commensurate with the client’s personality and value
system. There are those whose only sexual experiences have been
with their deceased spouse, so the counselor may need to address any
anxiety concerning new sexual experiences.

As a general principle, the recently bereaved should be discour-
aged from making major life-changing decisions, such as selling
property, changing jobs or careers, or adopting children, too soon
after a death. Good judgment is difficult to exercise during acute
grief, when there is increased risk of a maladaptive response. “Don’t
move or sell things, for you may be running away. Work through
grief where things are familiar,” advised one widow in our widows’
group.

Another widow moved to Boston from New York right after her
husband’s suicide. “T thought it would make me miss him less,” she
told me. After a year in Boston she found it did not work and she
sought out therapy. One area she had not adequately assessed was
her support system, which was large in New York but very meager
in Boston. In discouraging the bereaved from making major life-
changing decisions too soon, be careful that you are not promoting
a sense of helplessness. Rather, communicate that they will be quite
capable of making decisions and taking actions when they are ready
and that they should not make decisions just to reduce the pain.

Principle 4: Help Find Meaning in the Loss

One of the goals of grief counseling is to help clients find meaning in
the death of a loved one. Counselors can facilitate this. The process
may be as important as the meaning they find. Schwartzberg and
Halgin (1991) write:

The specific ways in which people find meaning—strategies such as,
“there’s a spiritual order to the universe,” “she drank too much,” or
“I needed to learn something”—may be less salient than the process it-
self. In other words, the ability to reascribe meaning to a changed world
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may be more significant than the specific content by which that need is

fulfilled. (p. 245)

Some who cannot find the answer to why the death occurred
become involved in philanthropic, political, or caretaking activities
related to the manner of death that took the loved one. Parents whose
young adult child was killed in an off-campus house fire have set up a
Web site memorial in his honor, have established a scholarship in his
name, and have lobbied for a change in smoke alarm inspection proce-
dures in the community in which he was killed. In the context of what
seems to them a senseless and unnecessary death, these activities help
them to believe and say that their son’s death was not in vain.

Finding meaning stemming from the loss involves grappling not
only with the question why this happened, but also why did this hap-
pen to me? How am I different because of this loss? Some losses chal-
lenge a person’s sense of him- or herself by challenging the notion that
he or she is worthy. This can seem an illusion caused by the impact of
loss, particularly traumatic loss. Loss of self-esteem often goes hand in
hand with loss of self-efficacy and the best intervention is to help the
person reestablish a sense of control by heightening awareness of areas
in which his or her attempts to exercise control have been successful.

Principle 5: Facilitate Emotional Relocation
of the Deceased

By facilitating emotional relocation, the counselor can help the survi-
vor find a new place in his or her life for the lost loved one, a place that
will allow the survivor to move forward with life and form new rela-
tionships. Reminiscing is one way to gradually divest the emotional
energy tied up with the deceased. Some people do not need any en-
couragement, but there are many who do, and this is particularly true
with the loss of a spouse. Some people are hesitant to form these new
relationships because they believe this will dishonor the memory of
their departed spouse. Others hesitate because they feel that no one
can ever fill the place of the lost person. To a certain extent this is
true, but the counselor can help them realize that although the lost
person can never be replaced, it is all right to fill the void with a new
relationship.
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There are those who, rather than hesitating, quickly jump into
new relationships, and the counselor can help interpret how appro-
priate this is. “If I can just get remarried everything will be okay,”
said one widow shortly after the death. Many times this action is not
appropriate because it can hinder adequate resolution of grief and
possibly lead to a divorce, which would be an additional loss. I once
met a man who picked out his next wife at his wife’s funeral. He suc-
cessfully pursued this person and very soon had replaced his wife. It
was my sense that this was a bit bizarre and inappropriate. Rushing in
for a quick replacement may make people feel better for a time, but
it may also prevent them experiencing the intensity and the depth of
the loss. This intensity needs to be experienced before the grieving
can be completed. Also, for the relationship to work, the new person
must be recognized and appreciated for him- or herself.

Principle 6: Provide Time to Grieve

Grieving requires time. It is the process of adjusting to a world with-
out the deceased and such a process is gradual. One impediment can
come in the form of family members who are eager to get over the
loss and its pain and to move back into a normal routine. Children
sometimes say to their mothers, “Come on, you've got to get back to
living. Dad wouldn’t want you to mope around all the time.” They
don’t realize that it takes time to accommodate to the loss and all its
ramifications. In grief counseling, the counselor can help interpret
this to the family; this is something that may seem obvious but, sur-
prisingly, is not always obvious to family members.

I have found that certain points in time are particularly difficult,
and I encourage those who are doing grief counseling to recognize
these critical time periods and get in touch with the person if there
is no regular ongoing contact. Three months after the death is one
such time point. I worked with one family for a number of months
during the father’s struggle with cancer. After his death I attended
the funeral. The father was a minister, and there could not have
been any more support for the widow and her three children than
there was at the funeral and afterward. However, when I contacted
the widow at the 3-month period, she was incredibly angry because no
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one was calling anymore and people were avoiding her, and she was
displacing her anger onto her husband’s successor, the new minister
of the church.

Another critical time is around the first anniversary of the death.
If the counselor does not have regular contact with the survivor,
I would encourage contacting her or him around that first anniver-
sary. All kinds of thoughts and feelings come to the fore during that
time, and often a person will need extra support. Counselors are en-
couraged to make a note on their calendar as to when the death oc-
curred and then to make arrangements to contact by looking ahead
to these critical points. For many, the holidays are toughest. One ef-
fective intervention is to help the client anticipate this and prepare in
advance. “Thinking through Christmas before it occurred definitely
helped me,” said one young widowed mother.

Again, how often you contact the survivor depends on the relation-
ship you have with him and on the counseling contract, be it formal or
informal. However, the point I am making is that grieving takes time
and the counselor needs to see the intervention role as one that may,
of necessity, stretch over some time, though the actual contacts may
not be frequent.

Principle 7: Interpret “Normal” Behavior

The seventh principle is understanding and interpreting normal grief
behaviors. After a significant loss many people have the sense that
they are going crazy. This can be heightened because they often are
distracted and experience things that are not normally part of their
lives. If the counselor has a clear understanding of what normal grief
behavior is, then he or she can give the bereaved some reassurance
about the normality of these new experiences. It is rare for a person to
decompensate and become psychotic as the result of a loss, but there
are exceptions. They sometimes occur when a person has had previous
psychotic episodes and among those who have a diagnosis of border-
line personality disorder. However, it is quite common for people to
feel they are going crazy, particularly people who have not sustained
a major loss before. And if a counselor understands, for example, that
hallucinations, heightened distractibility, and a preoccupation with
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the deceased are normal behaviors, then the person can be quite re-
assured by the counselor. A listing of commonly found grief behaviors
can be found in chapter 1.

Principle 8: Allow for Individual Differences

There is a wide range of behavioral responses to grieving. Just as it is
important not to expect everyone who is dying to die in a similar man-
ner, likewise it is important not to expect all people who are grieving
to grieve in the same way. Grieving is a phenomenon with tremen-
dous interpersonal variability, and with strong individual differences
in the intensity of affective reactions, the degree of impairment, and
the length of time a person experiences the painful affect of the loss
(Schwartzberg & Halgin, 1991). However, this is sometimes difficult
for families to understand. They are uncomfortable when one fam-
ily member deviates from the behavior of the rest, or an individual
who is experiencing something different from the rest of the family
may be uneasy about his or her own behavior. Counselors can help
interpret this variability to the family who expects everyone to grieve
the same way.

Once, when lecturing in the Midwest, I was approached after the
meeting by a young woman wanting to talk about her family. Her par-
ents had recently lost an infant, and she and her mother were grieving
this loss, but she was afraid that her father was not grieving. She was
concerned that he might not adequately grieve and as a result have an
arrested grief reaction. As I spoke with her, I learned that the father
had asked to carry the tiny casket on his shoulders, all the way from
the church through the town out to the cemetery. His daughter said
that ever since the death, her father, a farmer, had spent long hours
out on his tractor alone in the fields. It was my sense that her father
was doing his grieving, but he was doing it in his own way, and my
hunch was later confirmed in a letter from her.

Principle 9: Examine Defenses and Coping Styles

The ninth principle involves helping clients examine their particu-

lar defenses and coping styles, because they will be heightened by
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a significant loss. (A paradigm for understanding coping styles can
be found in chapter 3.) This is most easily accomplished after a trust
develops between the client and the counselor, when clients are more
willing to discuss their behavior. Some of these defenses and cop-
ing styles portend competent behavior; others do not. For example, a
person who copes by using alcohol or drugs excessively is probably not
making an effective adjustment to the loss:

The utility of small amounts of alcohol for sleep, diminishing anxiety,
and obliterating ruminative thinking predispose the grieving survivor to
find comfort in drinking, at times leading to gradual escalation and even-
tually to degrees of uncontrolled or obligatory consumption. At greatest
risk are those bereaved who are recovering alcoholics or who have strong
family histories of alcoholism. (Shuchter & Zisook, 1987, p. 184)

The counselor needs to be alert to this and to inquire about alcohol
or other drug use and/or abuse. Heavy use of drugs or alcohol can inten-
sify the experience of grief and depression and impair the bereavement
process. If a problem exists or is suspected, the counselor would do
well to pursue aggressive treatment, which might involve the resources
of groups like Alcoholics Anonymous or Narcotics Anonymous.

Overall, active emotional coping tends to be the most effective
way to deal with problems, including the problems of bereavement.
This includes the use of humor, the ability to reframe or redefine a
difficult situation, adequate emotional regulation skills, and the abil-
ity to accept social support. Avoidant emotional coping tends to be
the least effective, especially when it comes to resolving a problem.
Blame, distraction, denial, social withdrawal, and substance abuse
may make the person feel better in the short haul, but these are not
effective strategies for problem resolution.

Someone who withdraws and refuses to look at pictures of the
deceased or keep anything around that is a reminder of the deceased
may have a coping style that is not healthy. The counselor can high-
light these coping styles and help the client evaluate their effective-
ness. Then, together, client and counselor can explore other possible
coping avenues that may be more effective in lowering distress and
resolving problems.
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Principle 10: Identify Pathology and Refer

The tenth and final principle on this list is identifying those in serious
trouble and knowing when to refer. A person doing grief counseling
may be able to identify the existence of pathology that has been
triggered by the loss and the subsequent grieving and, having spot-
ted such difficulty, may find it necessary to make a professional refer-
ral. This particular role is often called the gatekeeper role. For some
people, grief counseling or the facilitation of grief is not sufficient, and
the loss (or the way that they are handling the loss) may give rise to
more difficult problems. A small subset (10%—-15%) of bereaved peo-
ple will continue to struggle and develop some type of complicated
mourning such as chronic or prolonged grief reactions. Some of these
problems may require special interventions discussed in chapter 5.
Because these difficulties require special techniques and interven-
tions plus an understanding of psychodynamics, dealing with them
may not be within the purview and skill of the grief counselor. And
even if it is, the strategies, techniques, and goals of intervention may
change. It is important for grief counselors to recognize their limita-
tions and to know when to refer a person for grief therapy or other
psychotherapy.

Before we leave the principles and practices of grief counseling,
platitudes should be mentioned. These are often dispensed by well-
meaning friends and occasionally by a counselor. Platitudes, for the
most part, are not helpful. Many of the women in our studies said,
“When somebody came up to me and said, T know how you feel,” this
comment made me want to scream and shout back at them, “You don’t
know how I feel, you couldn’t possibly know how I feel, you've never
lost a husband.”” Comments like “Be a brave little boy,” “Life is for the
living,” “This will soon end,” “You're standing up well,” “It will be over
in a year,” “You'll be fine,” and “Keep a stiff upper lip” are generally
not at all helpful. Even “I'm sorry” can close off further discussion. And
there are those who, in an attempt to make somebody feel better, start
speaking about the losses and tragedies they have had in their own
lives, perhaps unaware that comparing tragedies is not helpful. People
in pain make us feel helpless. This helplessness can be acknowledged
in a simple statement like “I don’'t know what to say to you.”
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USEFUL TECHNIQUES

Any counseling or therapy should be based on a solid theoretical un-
derstanding of human personality and behavior, not be merely a set of
techniques. However, there are several techniques I have found use-
ful in doing grief counseling, and I want to mention them here.

A. Evocative Language

The counselor can use tough words that evoke feelings, for example,
“Your son died” versus “You lost your son.” This language helps people
with reality issues surrounding the loss and can stimulate some of the
painful feelings that need to be felt. Also, speaking of the deceased in
the past tense (“Your husband was. . . . ”) can be helpful.

B. Use of Symbols

Have the mourner bring photos of the deceased to the counseling ses-
sions. This not only helps the counselor get a clearer sense of who the
person was but also creates a sense of immediacy of the deceased and
provides a concrete focus for talking to the deceased rather than talk-
ing about him or her. Other symbols I have found helpful are letters
written by the deceased, audio- or videotapes of the deceased, and
articles of clothing and jewelry that belonged to the deceased.

C. Writing

Have the survivor write a letter or letters expressing thoughts and
feelings to the deceased. This can help survivors take care of unfin-
ished business by expressing the things that they need to say to the
deceased. T encourage extensive letter writing, including writing a
farewell letter to the deceased. Translating experiences into language
and constructing a coherent narrative of the event enables thoughts
and feelings to be integrated, sometimes leading to a sense of reso-
lution and fewer negative feelings associated with the experience
(O’Connor, Nikoletti, Kristjanson, Loh, & Willcock, 2003). Keeping a
journal of one’s grief experience or writing poetry can also facilitate
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the expression of feelings and lend personal meaning to the experi-
ence of loss. Lattanzi and Hale (1984) have written a good article on
the various uses of writing with the bereaved.

D. Drawing

Like writing, drawing pictures that reflect one’s feelings as well as
experiences with the deceased can also be helpful. This is a very good
technique to use with bereaved children, but it works with adults as
well. Drawings are less susceptible to defensive distortions than talk-
ing. Irwin (1991) has identified four advantages to using art in bereave-
ment counseling. It helps facilitate feelings, identify conflicts that the
mourner may be unaware of, heighten awareness of what the person
lost, and identify where the person is in the mourning process.

Schut, de Keijser, van den Bout, and Stroebe (1996) have used draw-
ings for grief therapy with inpatient groups in the Netherlands and found
it to be effective. They employ music-guided visualizations of fantasies
to stimulate feelings and then have patients paint what they are feeling.
This activity is a part of multiple modalities used with these patients.

Turetsky and Hays (2003) have developed an art therapy model
for the prevention and treatment of unresolved grief during midlife.
Although this is basically a psychotherapeutic intervention, it has been
found useful in helping people identify unresolved losses from earlier
life that are impinging on their present functioning and move toward
a better resolution.

E. Role-Playing

Helping the bereaved to role-play various situations that they fear or
feel awkward about is one way to build skills—something that is very
useful in working with task ITI issues. The counselor can enter into the
role-playing, either as a facilitator or to model possible new behaviors
for the client.

F. Cognitive Restructuring

Cognitive restructuring may be necessary because our thoughts influ-
ence our feelings, particularly the covert thoughts and self-talk that
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constantly go on in our minds. By helping the client identify these
thoughts and reality test them for accuracy or overgeneralization, the
counselor can help to lessen the dysphoric feelings triggered by cer-
tain irrational thoughts such as “No one will ever love me again,” a
thought that is certainly not provable in the present. For a further
discussion of this approach, see Mind Over Mood by Greenberger and
Padesky (1995).

G. Memory Books

One activity a bereaved family can do together is make a memory
book of the lost family member. This book can include stories about
family events, memorabilia such as snapshots and other photographs,
and poems and drawings made by various family members, including
the children. This activity can help the family reminisce and eventu-
ally mourn a more realistic image of the dead person. In addition,
children can go back and revisit this memory book in order to reinte-
grate the loss into their growing and changing lives.

H. Directed Imagery

Helping people imagine the deceased, either with eyes closed or visu-
alizing their presence in an empty chair, and then encouraging them
to say what they need to say to the deceased can be a very powerful
technique. The power comes not from the imagery, but from being in
the present and talking to the person rather than talking about the
person. Brown (1990) provides a good overview and techniques for
using guided imagery with bereaved individuals.

I. Metaphors

Another technique that can be useful in grief counseling is the use of
metaphor as a visual aid. Schwartz-Borden (1992) talks about meta-
phor as a useful tool for lowering resistance to the pain of bereave-
ment when patients cannot directly confront feelings surrounding the
death. Metaphors offer a more acceptable symbolic representation
through which the mourner may express feelings and work through
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the second task of mourning. The use of metaphor allows the grieving
person to focus on a graphic image that may symbolize his or her ex-
perience in a more acceptable and less painful way. One particularly
helpful image Schwartz-Borden uses is that of amputation and the
phantom pain associated with that image of loss.

The purpose of all these techniques is to encourage the fullest ex-
pression of thoughts and feelings regarding the loss, including regrets
and disappointments. Additional techniques and grief rituals can be
found in the article by Castle and Phillips (2003), which also discusses
which ones mourners found the most useful.

THE USE OF MEDICATION

There has been considerable discussion about the use of medica-
tion in the management of acute normal grief. The consensus is that
medication ought to be used sparingly and focused on giving relief
from anxiety or from insomnia as opposed to providing relief from
depressive symptoms. The late Thomas P. Hackett, chief of psychia-
try at Massachusetts General Hospital, had considerable experience
treating bereaved people. He used anti-anxiety agents to treat both
anxiety and insomnia (Hackett, 1974). However, in administering any
pharmaceuticals to patients undergoing an acute grief reaction, it is
particularly important to keep any potentially lethal quantities of such
drugs out of their hands.

It is usually inadvisable to give antidepressant medications to peo-
ple undergoing an acute grief reaction. These antidepressants take a
long time to work, they rarely relieve normal grief symptoms, and they
could pave the way for an abnormal grief response, though this has yet
to be proved through controlled studies. The exception would be in
cases of major depressive episodes.

Raphael, Minkov, and Dobson (2001) affirm that although our
psychological understanding of bereavement has increased, there is
not yet a good basis for biological intervention. Pharmacological ap-
proaches should, for the most part, only be provided where there is
an established disorder for which they are indicated. I would concur
with this. Psychiatric disorders precipitated by a death often require
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psychopharmacological intervention, and these are discussed in
chapter 5 under “Exaggerated Grief Reactions.”

GRIEF COUNSELING IN GROUPS

Bereavement counseling can be done within the context of a group.
This not only is very efficient but can also be an effective way to offer
the emotional support the bereaved person is seeking. The following
are guidelines for setting up a group and for making the group work
effectively.

Choose a Group Format

There are several decisions that need to be made about purpose and
structure when one is establishing a group. What is the group’s pur-
pose? Bereavement groups usually exist for one or more of the fol-
lowing: emotional support, education, or social purposes. Sometimes
groups begin for one purpose, which then evolves into another. Groups
that begin for emotional support may continue with the same people
for a period of time and become more social in their purpose, even
though emotional support is still offered. Although each of these pur-
poses can be valuable, I am a strong advocate of groups that are set up
for emotional support.

How will the group be structured? Some groups are closed ended,
meaning they exist for a limited time period and people enter and
leave the group at the same time. Other groups are open ended with
no definite ending. People come and go as the group fulfills their in-
dividual needs. There are pros and cons for each type of group struc-
ture. In open-ended groups it is more difficult to bring new members
up to speed since they do not know the history of important actions
and breakthroughs that have occurred prior to their arrival. Also, as
people are added, a sense of trust must be developed anew among
the members.

What will the logistics of the group be? The number of meetings,
length of meetings, size of the group, and location and cost of meetings
are all important decisions that need to be made before the sessions
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begin. The Hospice of Pasadena has closed-ended groups of 8 to 10
people who meet for purposes of education and emotional support.
The groups are facilitated by co-leaders, and they meet weekly for
eight 90-minute sessions. Members are asked to contribute financially
in the belief that this will encourage attendance and motivate people
to get more out of the group.

Prescreen Participants

A key factor in making a group work is the selection of its members.
There is much to say for homogeneity—putting together people who
have had similar losses, for example, a group for bereaved spouses or
one for bereaved parents. However, some bereavement programs are
not large enough or do not serve areas where there is a sufficient num-
ber of people sharing similar losses to have a homogeneous group.
If so, try to have at least two people with similar types of losses in a
group. If there will be one widower in a group of widows, it is helpful
to have a second widower so that the first doesn't feel like the group
deviant or the odd person out. The same holds true for including at
least two people with other types of losses.

Another factor in selection is how recent the loss is. It is important
not to include people whose loss was 6 or fewer weeks earlier. Most
people this early in bereavement are not ready for a group experi-
ence. Some bereavement groups have potential members wait until
6 months after the loss to join. However, some time spread can be
useful. A newly widowed woman can learn something from one who is
further along in her bereavement, and who can model how one might
move forward in terms of adaptation to loss.

It is essential to rule out serious pathology when people are being
selected for membership in bereavement groups. Those who have se-
rious pathological and emotional problems are much better served by
individual counseling or therapy.

In selection there are two kinds of losses that may present particu-
lar problems, and these potential group members ought to be care-
fully considered before they are selected for inclusion. One type is
multiple losses. People who have lost a number of loved ones over a
short period of time often are so overwhelmed by their grief that they
can’t participate effectively in a bereavement group. These might be
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people who have lost many family members suddenly in an accident
or a house fire, or they could be people who have sustained a number
of losses in a short period of time.

Losses that are difficult to talk about, such as suicide, may also
present problems in bereavement groups. Including one person whose
loved one died by suicide can make other people in the group very
anxious, and this should be taken into account during the selection
process. It would be better to include at least two people who are sur-
vivors of a person who died by suicide. The same consideration applies
to losses from AIDS. Specific groups for the survivors of those who
have taken their own lives and victims of AIDS can be very effective.

Define Expectations

People come to the group with various expectations, and if the group
does not meet these expectations, people will be disappointed and
may not return. This is not only unfortunate for the individual, but
also demoralizing to the group when someone doesn’t return. Be-
fore the first group meeting, the intake worker who is interviewing
people for group selection can shape people’s expectations and deal
with any misconceptions or unrealistic fears about group member-
ship. Recently a woman approached us about joining our hospice
bereavement group, and we referred her to another group because
she clearly wanted anonymity. In our group everyone is encouraged
to share as much as they want, and the non-sharing person would
clearly not fit into the group. We referred her to a larger group that
had more of an educational focus than a support focus, and where
she could find the anonymity she wanted. When selecting people
for a bereavement group, be sure to deal with their expectations up
front.

Establish Ground Rules

Ground rules are rules that are laid out by the group leader right at
the start, and they serve several purposes. They provide structure,
which can help members feel safe. Knowing that there are certain
rules regarding behavior and deportment can add to a sense of sup-
port. Ground rules also help leaders with control. For example, if a
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ground rule states that everybody gets a fair share of time to talk
about his or her personal experience and one group member is taking
up an inordinate amount of time, the leader can cite the ground rule
to make the sharing more equitable. Or if someone in the group has
broken the ground rule of confidentiality, the leader can address that
issue openly. Always explain the ground rules in the first session and
reiterate them in the first couple of group sessions.

Examples of ground rules we use in our bereavement support
groups are:

1. Members are expected to attend each of the sessions and to be
on time.

2. Information shared in the group stays in the group. When out-
side the group, members are not free to talk about another
group member’s experience.

3. People are free to share as much or as little about their loss as
they choose.

4. Everybody gets equal time to share his or her experience. This
rule helps avoid the problem of one person monopolizing the
group’s attention.

5. We do not give advice unless it’s asked for. It’s very easy in
group situations, particularly in bereavement groups, for peo-
ple to give advice. Generally, the advice is not solicited and is
not appreciated.

When ground rules are established and expectations are shaped
during the screening interview, people arrive at the group knowing
that it will be a safe environment, that no one’s experience is more or
less important or valuable than someone else’s, that each person will
have time to share as much or as little as he or she chooses, and that
they will not be told what they should be feeling or given unwanted
advice.

Determine Leadership Approach

A fifth factor that makes groups work is effective leadership, and
there are different formats to choose from. Some groups are run only
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by bereaved individuals. For example, in Compassionate Friends,
bereaved parents lead groups for other bereaved parents. Other
groups are led by mental health care professionals, and a third model
of leadership encompasses groups led by laypeople, but with profes-
sional backup. Professional backup gives the lay leader someone to
consult with if questions arise about individuals or group interactions.
At the Hospice of Pasadena, groups are led by trained mental health
professionals with co-leaders who are students in training for one of
the mental health professions.

Among the various styles of leadership, some may be more effective
than others, depending on the purpose of the group. Some leaders are
more active, while others are more passive. I believe that it is most ef-
fective for an emotional support bereavement group leader to be active
early in the life of the group, and then, as the group bonds and indig-
enous leadership emerges from within the group, the stated leader can
retreat and become less active. Early on, a passive leader can provoke
feelings of anxiety on the part of group members, especially when the
group is new. The style of leadership depends, of course, on the goals
of the group. If the goal is educational, then the designated leader may
serve as more of a lecturer or informant. If the purpose is emotional
support, the leader’s role is to facilitate its development by making sure
that people share their stories and find support and encouragement
from the other group members. A group set up for the purpose of so-
cial interaction would again require a different kind of leader.

The issue of co-leadership is important in any discussion of lead-
ership. Should there be one leader or more than one? When groups
are large, co-leadership is essential. If a group uses the co-leadership
model, it’s important for the leaders to maintain clear and open com-
munication with each other. T suggest they meet shortly after the
group sessions and debrief. Tensions that may be subtle and disrup-
tive to the group can arise between leaders. This is one way to prevent
this from happening.

It is important that the leader avoid choosing favorites in a group.
A group replicates family dynamics, and people bring whatever expe-
riences they've had with their own siblings and parents. These feelings
and experiences emerge in group life. It’s not unusual for someone to
want to be the special person in the leader’s life, and this can create
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difficulties in a group if it’s allowed to happen. The leader needs to be
aware of this and to turn down special invitations or favors offered by
individual members of the group. The leader also needs to be aware of
his or her own issues that would make special deals personally desir-
able. It’s also important for any private meetings between the leader
and individuals in the group to be discussed openly at the next group
meeting,

Understand Interpersonal Dynamics

What do people want when they come together in any kind of a group,
whether it is a bereavement, political, or therapy group? Following
Schutz (1967), I believe there are three needs that, at some level
of awareness, are on the minds of people when they participate in

groups.

1. Inclusion. Most people coming in new to a group will look
around and ask themselves, “Do I fit?” and “Are these my kind
of people?” Unless they can answer in the affirmative, they
probably won’t come back for a second session. Even if they do
come back, this concern will still be present in the early ses-
sions in any group experience.

2. Control. A second concern has to do with control. “Am I im-
portant?” “Do I matter in this group?” “Does what I say make
a difference?” “To what degree can I influence this group?” or
“To what degree will I be influenced by other members in this
group?” are questions members may ask themselves. Just as it is
important for people to feel that they fit into a group situation,
it’s important for people to feel that they have some degree
of influence over other members of the group. If they don't,
theyre likely not to complete the course of group counseling.

3. Affection. The third thing people are looking for in group par-
ticipation is affection. I'm using the word “affection™ broadly.
“Am I cared for?” “Do people really care what happens to
me?” Affection needs tend to be met only as a group develops
a sense of identity and cohesiveness. The degree of caring var-
ies. In some groups a strong sense of affection develops among
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the various members. People really do care and feel cared for.
In other groups this sense of affection is much less.

To summarize, people want to feel safe, and people want to feel
important. If problem behaviors arise that are disruptive, it is im-
portant to raise the question “Is this person not feeling safe? Is this
person not feeling important?” Addressing these issues may help to
attenuate problem behavior.

Handle Disruptive Behaviors Effectively

There are several behaviors that are disruptive to groups and that give
leaders difficulty. I have summarized them here, along with sugges-
tions for handling them.

The Attitude That “My Loss Is Bigger
Than Your Loss”

This attitude occurs from time to time in bereavement groups. I re-
cently led a group in which two women had lost young adult daughters.
One of the women still had a husband, while the other didn’t. The
woman without the husband told the group that her loss was bigger than
the other woman’s because the other woman had a husband and she
didn’t. One way to handle this is for the leader to say, “Everyone’s loss
is important in this group,” and “We're not here to compare losses.”

The Advice Giver

Lehman, Ellard, and Wortman (1986) interviewed bereaved people
as to what was helpful and what was not helpful to them in their be-
reavement. Among the least helpful things reported by these people
was receiving advice. Managing the advice giver is rather easy if there
is a ground rule in your group that “We do not give advice unless it’s

asked for.”

The Moralist

Another kind of difficult person is the moralist. This is the person
who is giving moralistic advice couched as “musts,” “shoulds,” and
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“have-tos.” We recently had a member in our bereavement group
who had come out of the twelve-step tradition and, though well-
meaning, was quite preachy to other people in the group. Several
members of the group resented this. We encouraged him to say,
“This is what I would do,” rather than “This is what you should do.”

The Nonparticipant

Another difficulty comes from the nonparticipating person. People
who participate very little or not at all are often mistaken by others in
the group as being critical. The easiest way to avoid nonparticipation
is for the leader to help everyone share something about his or her
loss at the very first session. Allowing someone to remain silent at the
first session will only encourage that person to continue this behavior
during later sessions.

The Person Who Brings Up Something
Important at the End of the Group

Two minutes before the end of the group, this person says, “By the
way, my son was in an accident last week.” Group leaders should en-
courage people who do this to bring the issue up first thing at the next
session, rather than allowing the group to go overtime and get into
various control struggles.

The Person Who Shares With the
Therapist After the Group

This person doesn’t share with the group but shares something im-
portant with the leader after the meeting. It’s easy for the leader to
say to the person, “T think it’s important for everyone to hear this; let’s
begin the next session by talking about it. Could you?”

The Interrupter

Frequently in groups somebody will interrupt another person. A
strong leader can fend off the interrupter and then, at a more appro-
priate time, allow the interrupter to speak about the issue that’s on his
or her mind.
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The Person Who Shows Inappropriate Affect

An example of this is a person who laughs when everyone else is
sad. An appropriate intervention is for the leader to say, “T wonder
what you are experiencing when these things are happening in our
group. I see you laughing and I wonder what you're feeling inside.”
People are often experiencing anxiety that finds its expression in
laughter.

The Person Who Makes Irrelevant Comments

If this happens, the leader can inquire, “I don’t understand how this
relates to the issues we are discussing. Could you tell me how this is
relevant to what were doing right now?”

The Person Who Shares Too Much

Sometimes a group member shares too much early in the life of the
group and then backs off and doesn’t share later on or doesn’t return
to the group. A leader can sometimes see this coming and gently cau-
tion the person who might share too much too soon.

The Group Member Who Challenges
or Criticizes the Leader

This is perhaps more of a problem for the leader than for the group
itself, but it can make group members feel uncomfortable. In one of
our meetings, a member accused a colleague of mine of being homo-
phobic. Rather than being defensive, the challenged leader inquired,
“What have I just done that you perceive as being homophobic?”
Rather than jumping on the defensive and escalating the problem, the
leader was able to use this question to facilitate discussion.

Although bereavement groups are an important vehicle for grief
counseling, some people will choose not to participate in a group. In
other cases, people may not be willing at one point in time but will
want to participate later. A woman I know was approached by a mem-
ber of Compassionate Friends shortly after the sudden death of her
19-year-old son. She attended one meeting and left, saying that she
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didn’t ever want to attend another group. However, over a year later
she reconsidered and told me she was ready to attend a group and to
find some benefit in that experience.

In many psychotherapy groups a ground rule states that group
members will not see each other socially between sessions. This stipu-
lation is, in my judgment, not needed in bereavement groups. One
would hope that friendships would develop among the members and
that these friendships might continue beyond the life of the group.
One of the tasks of mourning is being able to allow new people into
one’s life and to allow oneself to form new relationships. Friendships
that form among members of bereavement support groups and that
continue beyond the life of the group are small but important steps
forward in the overall healing process that were trying to facilitate
through our counseling efforts. Additional information on establish-
ing bereavement groups can be found in Hoy (2007).

FACILITATING GRIEF THROUGH FUNERAL RITUAL

The funeral service has come in for considerable criticism, especially
after the 1984 report of the Federal Trade Commission. But the fu-
neral service, if it is done well, can be an important adjunct in aiding
and abetting the healthy resolution of grief. Let me outline some of
the things I think a funeral can do.

It can help make real the fact of the loss. Seeing the body of the
deceased person helps to bring home the reality and finality of death.
Whether one has a wake, an open casket, or a closed casket is subject to
regional, ethnic, and religious differences. However, there is a strong
advantage to having the family members see the body of the deceased
loved one, whether at the funeral home or at the hospital. Even in the
case of cremation (and there seems to be growing interest in cremation
as an option for disposal), the body can still be present at the funeral
service in either an open or closed casket, and then the cremation done
after the service. In this way, the funeral service can be a strong asset
in helping the survivors work through the first task of grief.

The funeral service can give people an opportunity to express
thoughts and feelings about the deceased. Earlier we saw how impor-
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tant it is to verbalize thoughts and feelings about the dead person. In
its best tradition, the funeral can provide this opportunity. However,
there is a great tendency to over-idealize and over-eulogize a person
at a funeral. The best situation is one in which people can express both
the things that they are going to miss about the lost loved one and
things that they are not going to miss, even though some may consider
this inappropriate. The funeral service can help the grief process, as it
allows people to talk about the deceased.

The funeral service has the effect of drawing a social support
network close to the bereaved family shortly after the loss has oc-
curred, and this kind of social support can be extremely helpful in the
facilitation of grief. The service can also be a reflection of the life of
the person who is gone. It is possible to have some accoutrements of
the deceased woven into the overall service so this can affirm what
was important to the deceased. In one funeral service of a minister,
people stood up from various parts of the congregation and read brief
statements that had been extracted from his various writings.

One fact that dilutes the effect of funerals is that they happen too
soon. Often the immediate family members are in a dazed or numb
condition and the service does not have the positive psychological im-
pact that it might have.

Funerals have changed over the past 25 years to reflect a more
comprehensive understanding of ritual, a community as well as an in-
dividual focus, the importance of facing death, a better understanding
of mourning, and a more pluralistic society (Irion, 1991).

Funeral directors might consider their own role in grief coun-
seling. In addition to their role of advising people and helping them
cope with the arrangements that need to be made around the time of
death, some type of ongoing contact with these families might be con-
sidered for the purpose of grief counseling. Although some might feel
awkward about continuing contact with the funeral director after the
funeral, other families would not be offended and would appreciate
such continued interest. Some larger funeral homes have counselors
on their paid staff. Others have counselors in the community to whom
they can refer.

Funeral directors might also consider sponsoring widow-to-
widow groups and other such bereavement support groups in the
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community (Steele, 1975).! This is already being done in many areas.
Here is an ideal opportunity for the funeral director to be involved in
an important aspect of grief counseling. Funeral directors can also
provide the service of teaching people about grief and healthy griev-
ing by sponsoring educational programs in the community.

DOES GRIEF COUNSELING WORK?

Since the publication of the last edition of Grief Counseling & Grief
Therapy, there has been a heated discussion about the efficacy of grief
counseling. There are those who say that it is no more effective than
doing nothing, while others postulate that it may even be harmful for
some people. This discussion has been led by John Jordan and Robert
Neimeyer (2003) and joined by others (Allumbaugh & Hoyt, 1999;
Bonanno, 2001; Kato & Mann, 1999; Larson & Hoyt, 2007; Stroebe
et al., 2001). Their conclusions have been based on research findings
and then meta-analytic analysis finding effect sizes across these stud-
ies. The rather low effect sizes call into question the efficacy of grief
counseling. The reality is that most of the research they are looking
at is bad research for one methodological reason or another—no con-
trols, the use of recruited versus self-referred participants, lack of
screening, inadequate or simplistic outcome measures, small sample
sizes, initial participation numbers, large attrition, single-item out-
come measures, unclear treatment plan, not accounting for time from
death, and the like.

The negative effects of grief counseling (i.e., treatment-induced
deterioration) discussed by Neimeyer and colleagues (Currier, Holland,
& Neimeyer, 2007; Jordan & Neimeyer, 2003; Neimeyer, 2000) have
been strongly challenged by Larson and Hoyt (2007) as not valid due
to erroneous statistical analysis.

Although most bereavement is self-limiting without formal in-
tervention, those who seem most helped by counseling intervention
are those who are younger; women; and people who have experi-
enced some passage of time since the death, experienced sudden/
violent death, or showed evidence of chronic grief. People who were
screened for high levels of distress (e.g., traumatic/complicated grief)
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(Prigerson & Jacobs, 2001), who belong to a subgroup of mourners
at elevated risk for dysfunction (older widowers, bereaved parents),
and who sought help for self-identified bereavement-related distress
(exaggerated grief, discussed in chapter 5) tend to find intervention
more effective.

Here are some suggestions for clinicians that may help to make
their interventions more efficacious:

1. Don't assume that all mourners need grief counseling. Parkes
(1998) concurs when he says, “There is no evidence that all be-
reaved people will benefit from counseling, and research has
shown no benefit to arise from the routine referral of people
to counseling for no other reason than they have suffered be-
reavement” (p. 18).

2. Remember that one type of grief counseling does not fit all
mourners. Grief is unique to each individual (Neimeyer,
2000).

3. Customize your interventions for the perceived needs of indi-
vidual mourners based on the seven groups of mediators that
moderate the grieving process (found in chapter 3).

4. Base your grief counseling intervention on a unified theory
such as the tasks of mourning.

5. Do an extensive pre-intervention intake. We do this in psycho-
therapy before we accept a patient into treatment. This can
be done for grief counseling whether one is doing individual,
family, or group treatment.

6. Take a “customer service” approach. Ask clients what they
need and what they are looking for, and assess throughout the
treatment whether they are getting what they want/need and,
if not, how you can help them get it.

7. Use a screening instrument, when available, such as the one
we developed in the Harvard Child Bereavement Study to
identify children at risk for poor adaptation to the death of a
parent, and then offer early intervention to preclude a negative
sequelae at 2 years post-loss (Worden, 1996).

8. If a screening instrument is not available, identify high-risk
groups in your population and target your intervention toward
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them. Among these would be older and isolated widowers;
mothers who lose children; survivors of those who die sudden/
violent deaths (including homicide); and those with abuse/
trauma histories, high dependency on the deceased, and poor
coping styles, along with low self-efficacy and self-esteem
(Jordan & Neimeyer, 2003).

If the mourner presents with high levels of depression, anger, ru-
mination, or anxiety, then complicated mourning should be consid-
ered and grief therapy instituted (see chapter 6).

In attempting to evaluate whether grief counseling can be effec-
tive, Parkes reviewed a number of research studies. He looked at pro-
fessional services offering support to the bereaved as well as volunteer
peer-group support. At the end of his examination of these studies,
Parkes (1980) concluded:

The evidence presented here suggests that professional services and
professionally supported voluntary and self-help services are capable of
reducing the risk of psychiatric and psychosomatic disorder resulting
from bereavement. Services are most beneficial among bereaved people
who perceive their families as unsupportive or who, for other reasons,
are thought to be at special risk. (p. 6)

Margaret and Wolfgang Stroebe (1987) along with Beverly Raphael
(1977) concur with Parkes’s observation that the risk of psychological
or physical debility following bereavement can be reduced with inter-
vention. They too affirm that those at risk tend to benefit most from
intervention. My own clinical experience validates this conclusion.

NOTE

1. A directory of services for the widowed in the United States and Canada is available
through the Grief and Loss Program of the AARP, 601 E Street, NW, Washington,
DC 20049.
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Abnormal Grief Reactions:
Complicated Mourning

Before we consider specific abnormal grief reactions that would re-
quire grief therapy, it is important to understand why people fail to
grieve. Later we will examine types of abnormal or complicated grief
and see how the clinician can diagnose and determine these cases.

WHY PEOPLE FAIL TO GRIEVE

When we looked at the mourning process in chapters 2 and 3, we
identified seven major mediators that can influence the type, inten-
sity, and duration of grief. Most of these areas are important when we
consider why people fail to grieve.

Relational Factors

Relational variables define the type of relationship the person had
with the deceased. The type of relationship that most frequently hin-
ders people from adequately grieving is the highly ambivalent one with
unexpressed hostility. Here an inability to face up to and deal with a
high titre of ambivalence in one’s relationship with the deceased inhib-
its grief and usually portends excessive amounts of anger and guilt that
cause the survivor difficulty. Another type of relationship that causes
difficulty is a highly narcissistic one, whereby the deceased represents
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an extension of oneself. To admit to the loss would necessitate con-
fronting a loss of part of oneself, so the loss is denied.

In some cases, the death may reopen old wounds. The death of a
parent, stepparent, or other person who has been sexually abusive to
the mourner may reopen residual feelings from this situation. Research
on abuse has shown that victims often suffer from low self-esteem and
self-blaming attributional styles. This self-blame can rearise around
and after a death and can move a person into more complicated forms
of grief. This is less likely to happen if the feelings surrounding the
abuse have been worked out prior to the death event. However, even
in cases where one has dealt with the abuse issues earlier, the death
can bring up thoughts and feelings that stem from this type of compli-
cated and conflicted relationship with the abuser.

In some relationships we grieve for what we wished for and never
had or will never have. I once worked with a woman whose mother suf-
fered from Alzheimer’s disease and needed nursing home care. As she
watched her mother’s progressive deterioration, she became acutely
aware that she was losing the opportunity for her abusive mother to
ever love her and care for her. After her mother died, she came for
treatment of her depression. Grief work involved helping her grieve
her mother and grieve the dissolution of her dream of ever receiving
the kind of love and acceptance she craved from her mother.

Highly dependent relationships are also difficult to grieve. Mardi
Horowitz, Nancy Wilner, Charles Marmar, and Janice Krupnick (1980)
at the University of California, San Francisco Medical School believe
that dependency and orality play an important part in predisposing
a person to a pathological grief reaction. A person who has a highly
dependent relationship and then loses the source of that dependency
experiences a change in self-image from that of a strong person, well
sustained by the relationship with a strong other, to the preexistent
structure of a weak, helpless waif supplicating in vain for rescue by a
lost or abandoning person.

Most people who lose a significant other will feel somewhat
helpless and see themselves in a helpless position, but this sense of
helplessness does not have the desperate quality that it does in the
life of a person coming from an overly dependent relationship, and
in a healthier person this sense of helplessness precludes other more
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positive self-images. In a normal, healthy personality there is a bal-
ance of positive and negative in one’s self-image. For the person who
loses an excessively dependent relationship, feelings of helplessness
and the self-concept of oneself as a helpless person tend to overwhelm
any other feelings or any ability to modulate this negative self-concept
with a more positive one.

Circumstantial Factors

Earlier, we saw that the circumstances surrounding a loss are impor-
tant mediators of the strength and the outcome of the grief reaction.
There are certain specific circumstances that may preclude a person
from grieving or make it difficult for him or her to bring grief to a
satisfactory conclusion. The first of these is when the loss is uncer-
tain (Lazare, 1979). One example of this would be a soldier missing
in action. His wife does not know whether he is alive or dead and
consequently is unable to go through an adequate grieving process.
After the Vietnam War some women finally came to believe that their
missing husbands were actually dead. They went through the grieving
process and dealt with their loss only to have their husbands, who had
been prisoners of war, released and returned to them. This may sound
like a good plot for a Hollywood romance, but in reality this situation
caused great difficulties for these couples, and some of the marriages
ended in divorce.

The opposite situation also causes inconclusive grieving. There
are women who still believe that their husbands are alive somewhere
in Vietnam, and they will hold onto this belief and be unable to re-
solve their grief until they know for sure their husbands are dead. One
woman’s son disappeared over the North Atlantic while returning to
the States on a military plane. For years she believed that her son was
picked up by the Russians and was living in Russia. The rest of the
family believed that he was dead and grieved this loss. When Russia
opened to outside visitors, she was one of the first to obtain a visa and
go there. She searched, but obviously he was not there and for the first
time, she was able to get into her grief.

Another circumstantial difficulty arises when there are multiple
losses, such as those occurring in earthquakes, fires, and airplane
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crashes, or when an accident kills many members of a family. Multiple
deaths occurred in the tragic events of September 11, 2001. Many lost
several friends and family members in the same event. Another ex-
ample of multiple losses was the mass suicide in Jonestown, Guyana,
in which several hundred people died. The circumstances and ex-
tent of this loss made it very difficult for the surviving families to
go through an adequate grieving period. The sheer volume of people
to be grieved was overwhelming, and in a case like this, it can seem
easier to close down the mourning process altogether. Multiple losses
also occur in less dramatic ways. I treated a woman who lost four
close family members in 3 years. She was so overwhelmed that she
did not openly grieve but experienced her grief as disabling anxiety,
the symptom that brought her in for treatment. This could be seen as
bereavement overload (Kastenbaum, 1969).

Historical Factors

People who have had abnormal grief reactions in the past have a higher
probability of having an abnormal reaction in the present. “Past losses
and separations have an impact on current losses and separations and
attachments and all these factors bear on fear of future loss and sepa-
rations and capacity to make future attachments” (Simos, 1979, p. 27).
People who have had a history of depressive illness also run a higher
risk of developing a complicated reaction.

One area that is of particular interest is the influence of early
parental loss on the development of subsequent complicated grief
reactions to other losses. There have been a number of studies of
this as it relates to the development of later mental health problems,
but to date the evidence is not conclusive. Early parental loss may
be important, but so is early parenting. In his longitudinal studies of
men, Vaillant (1985) found orality and dependence that made griev-
ing difficult stemmed more from a person’s experiencee living with
inconsistent, immature, and incompatible parents than from having
lost good parents. There is some evidence that people experiencing
complicated grief reactions felt insecure in their childhood attach-
ments and were ambivalent toward their mothers—their first love
objects (Pincus, 1974).
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Personality Factors

Personality factors are related to the person’s character and how it
affects his or her ability to cope with emotional distress. There are
some people who are unable to tolerate extremes of emotional dis-
tress, so they withdraw in order to defend themselves against such
strong feelings. Because of this inability to tolerate emotional distress,
they short-circuit the process and often develop a complicated grief
reaction.

Those whose personalities do not tolerate dependency feelings
well have difficulty grieving:

Because the resolution of grief demands the experiencing of universal
feelings of helplessness in the face of existential loss, those individuals
whose major defenses are built around avoidance of feelings of helpless-
ness may be among those likely to have dysfunctional reactions of grief.
Thus the individuals who normally function most competently on the
surface may be the very ones thrown more heavily by a major loss as it
strikes at the core of their defensive system. (Simos, 1979, p. 170)

Another personality dimension that may hinder grief is one’s self-
concept. Each of us has ideas about who we are, and generally we
try to live within our definition of ourselves. If part of a person’s self-
concept is that he or she is the strong one in the family, he or she
may need to play that role to his or her own detriment. Such people
(and usually this self-concept is socially reinforced) often do not allow
themselves to experience the feelings required for an adequate resolu-
tion of a loss (Lazare, 1979).

June was a middle-aged woman whose father died when she was
very young. Her mother assumed the role of the strong one in the
family. Circumstances necessitated that she put June in a religious
orphanage where they spoke only French. Although June found it
difficult to cope, she identified with her mother’s strength, took on
the role of the strong person, and survived. Years later when she had
married and her husband died, leaving her with young children, she
needed to draw on that same strength. But 2 years after the loss she
found she was unable to resolve it and came for treatment. One of
the things that was standing in her way was her need to be strong for
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her children, even though that strength had served her well in other
difficult situations. In therapy she was able to set this need aside and
explore her deeper feelings about the loss.

Social Factors

Another mediator of mourning that can play an extremely impor-
tant part in the development of complicated grief reactions involves
social factors. Grief is really a social process and is best dealt with
in a social setting in which people can support and reinforce each
other in their reactions to the loss. Lazare (1979) outlines three so-
cial conditions that may portend or give rise to complicated grief
reactions. The first is when the loss is socially unspeakable, as often
happens in instances of suicidal death. When someone dies in this
manner, particularly if the circumstances are somewhat ambiguous
and no one wants to say whether it was suicide or an accident, there
is a tendency for the family and friends to keep quiet about the cir-
cumstances surrounding the death. This conspiracy of silence causes
great harm to the surviving person, who may need to communicate
with others to resolve his or her own grief.

Rusty, an only child, lost his mother when he was 5 years old.
She went into the garage, hooked up a hose to the car, and killed
herself. His father was so distraught that he immediately left for
the West Coast, leaving Rusty in the care of relatives some distance
from his hometown in the Midwest. No one ever spoke to him
about his mother’s death and particularly about how it happened.
But the problems caused by this early loss, and his father’s subse-
quent abandonment, resurfaced when he reached his late 20s. He
was having problems in his marriage and his wife was threatening
to leave him. In therapy Rusty was finally allowed to examine his
childhood and the effects his loss and unresolved grief had on his
adult life.

In reaction to the silence surrounding suicide, there are sup-
port groups set up specifically for the families and friends of those
who kill themselves. This kind of support group plays a particularly
important role for those people who are not allowed the comfort
derived from open communication among their family and friends.
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A second social factor that complicates a grief reaction happens
when the loss is socially negated; in other words, when the person
and those around him or her act as if the loss did not happen. I think
a good example of this is the way some people deal with abortion.
Many single young women who get pregnant choose to terminate the
pregnancy. One problem here is that the decision is often made in
isolation—the man often is not told about the pregnancy and the wom-
an’s family is not involved, often because of her fear. So the woman
has the abortion and then buries the incident deep in her mind, as if
it did not happen. But the loss still needs to be grieved, and if it is not,
it may surface later in some other situation. (Grieving an abortion will
be discussed in more detail in chapter 7.) Socially negated losses lead
to what Doka (1989) calls disenfranched grief, in which the mourner’s
grief is not recognized or sanctioned by society.

A third social dimension that may cause complications is the
absence of a social support network consisting of people who had
known the deceased and can give each other support. In our society,
people frequently move far away from friends and family members.
When someone living in Boston experiences the death of a significant
loved one in California, that person may receive some support from
his or her peer group in the Boston area, but it does not have the
impact that it would have if people in the peer group knew the de-
ceased. This particular absence of a social support network is due to
geography, but social support can be missing for other reasons. It may
be absent because of social isolation.

In Parkes’s (1972) study of London widows, he found that those
who were the angriest following the loss of their husbands also
experienced the highest degree of social isolation. This relationship
between anger and social isolation has been noted in our research. A
woman who loses her husband and who is very angry may also experi-
ence isolation, even though there are family and friends around her.
This not only makes her grieving more difficult but probably serves
to increase the amount of anger she is feeling. One young widow was
left with three children. She received much support from her friends.
However, 6 months later, she was very, very angry because no one was
approaching or calling her anymore. My sense was that her anger only
served to push people away and to isolate her further.
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HOW GRIEF GOES WRONG

Complicated mourning manifests in several forms and has been
given different labels. It is sometimes called pathological grief, un-
resolved grief, complicated grief, chronic grief, delayed grief, or
exaggerated grief. In early versions of the Diagnostic and Statistical
Manual of the American Psychiatric Association, abnormal grief re-
actions were referred to as “complicated bereavement.” But whatever
you choose to call it, whether it is abnormal grief or pathological
grief, it is

the intensification of grief to the level where the person is overwhelmed,
resorts to maladaptive behavior, or remains interminably in the state
of grief without progression of the mourning process towards comple-
tion. . . . [It] involves processes that do not move progressively toward
assimilation or accommodation but, instead, lead to stereotyped
repetitions or extensive interruptions of healing. (Horowitz et al., 1980,

p. 1157)

Early in the century, Freud (1917/1957) and Abraham (1927)
wrote papers that differentiated normal from pathological grief. How-
ever, their approach was basically to describe certain characteristics
as common to normal grief, and others as common to pathological
grief reactions. This descriptive approach is generally not sufficient or
satisfactory. Subsequent field studies indicate that some of the char-
acteristics that Freud and Abraham described as characteristics of
pathological grief are found in typical normal grief reactions found
in random populations. An example of this would be episodes of pain
following a loss. Freud and Abraham thought that these episodes were
indicative of a pathological reaction, whereas now we see it as a fairly
common experience. Today we find that there is more of a continuous
relationship between normal and abnormal grief reactions, between
the complicated and uncomplicated, and that pathology is more re-
lated to the intensity of a reaction or the duration of a reaction than
to the simple presence or absence of a specific symptom or behavior
(Horowitz et al., 1980).
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AN EMERGING DIAGNOSIS OF COMPLICATED GRIEF

Over the past decade there has been an attempt to define complicated
grief in a way in which it could be reliably measured and introduced
into the next edition of the Diagnostic and Statistical Manual. Ac-
ceptance of complicated grief as a bona fide disorder would open the
door for more research funding and for third-party payment to those
treating individuals with this diagnosis. Much of the work during the
past 10 years has been definitional—proposing and refining the cri-
teria for the disorder. There have been two major groups spearhead-
ing this effort: the first at Pittsburgh (later Yale and now at Harvard)
under the leadership of Holly Prigerson, and the other spearheaded
by Mardi Horowitz in San Francisco.

The idea for the currently developing diagnosis was spawned by
Prigerson and colleagues (1995) when she was at the University of
Pittsburgh. Data already collected in a study of the elderly were used
to factor analyze measures of grief and depression; not surprisingly,
most of the grief items loaded on one factor and the depression items
loaded on a second factor. The group concluded that grief and depres-
sion were two separate entities. The big leap came when the grief
items were identified as complicated grief even though they came from
an inventory used to measure bereaved individuals in general, and
some items clearly defined experiences of normal mourners. Specific
grief items were extracted based on their sensitivity and specificity as
predictors of adverse mental and physical health outcomes.

Two ideas emerged early in their work. The first is that there
were two factors at work in complicated grief; one was traumatic
distress and the other separation distress. Although this is interest-
ing theoretically, these two types of distress tended to overlap and
correlated highly so this idea received less attention along the way.
The other idea that emerged is that this phenomenon of complicated
grief was distinctly separate from anxiety and depression. They pos-
ited that there are three distinct entities: complicated grief, anxiety,
and depression with minimal overlap (Prigerson, Bierhals, Kasl, &
Reynolds, 1996). Some later research validates this notion (Boelen &
van den Bout, 2005; Boelen, van den Bout, & de Keijser, 2003). Other
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research raises questions about this distinctiveness (Hogan, Worden,
& Schmidt, 2004, 2005).

Along the way the name for this diagnosis was changed several
times. It began as “complicated grief” and then was changed to “trau-
matic grief,” even though it had nothing to do with bereavement aris-
ing from a traumatic death (Prigerson & Jacobs, 2001). Later the name
was changed back to “complicated grief,” and more recently “prolonged
grief” disorder is the name being used (Goldsmith et al., 2008).

In 1999 a consensus conference bringing together major grief
researchers was called and a more specific set of criteria was ham-
mered out until a consensus was reached as to which behaviors and
symptoms should be included in the diagnosis (Prigerson et al.,
1999). These items were outlined according to the standard format
for DSM disorders and placed in formal groups (Criterion A through
Criterion D), as used in the DSM-IV. These criteria encompass dif-
ficulties in acknowledging the death on cognitive, emotional, and
social levels and underscore the marked and persistent disruption
in function associated with this symptomatology (Boelen, van den
Hout, & van den Bout, 2006).

The question of time has been one of the struggles that research-
ers have faced in defining this diagnosis. First, how long must the
symptoms last before the diagnosis is made? And secondly, how much
time should elapse after the death before the diagnosis is made?
Current criteria states that the symptom must last for 6 months. Ear-
lier versions of the definition looked at symptoms lasting for 2 months.
The amount of time that must elapse since the death before a diag-
nosis is made has also been debated. Those promoting an early di-
agnostic time frame, within 6 months of the death, argue that such
grief behaviors occurring soon after the loss portend later difficulty
for the mourner in terms of health and mental health problems. Those
promoting a later diagnosis argue that many of the items found in
Criterion B such as numbness, detachment from others, and difficulty
accepting the death are common experiences of normal mourners
and pass with time without any special intervention. Horowitz has
suggested that assessments for complicated grief should not be made
until after the first anniversary of the death, and this has always made
a lot of sense to me.
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A call went out in 2005 for researchers to do sound empirical test-
ing and evaluation of the criteria for complicated grief proposed for
the DSM-V, scheduled to be released in 2010. Such research may lead
to changes and modifications of the existing criteria, but I doubt this
research will conclude that such a diagnosis is not a good idea. There is
already too much energy and ego invested in this diagnosis to scratch
the effort. Horowitz (2005) has come up with an alternate proposal
outlined in an article titled “Meditating on Complicated Grief Dis-
order as a Diagnosis.” He would prefer that complicated grief be in-
cluded as a trauma disorder and that all the DSM categories related
to trauma be reorganized and redefined. He knows, however, that
the political forces at work are not going to let this happen. He then
concludes this interesting think piece by affirming that some diag-
nosis for complicated grief is necessary if for no other reason than
that those whose grief is not heading for mending can be helped by
a diagnosis, formulation, and treatment that would be covered by
third-party payers. It is not which specific behaviors are included in
the formal DSM diagnosis that is important, but rather the clinical
judgment of the experienced professional who can assess coping and
defenses and identify those mourners who are doing well versus those
whose grief is sufficiently derailed to be complicated, thus calling for
diagnosis and treatment. To this end Horowitz would like to see a
formal diagnosis in the DSM-V that would help everyone: the patient
to be treated, the doctor to be paid, and the research on grief and loss
to move forward.

AN EXISTING MODEL OF COMPLICATED MOURNING

While the struggle to define an acceptable diagnosis for the 2010 DSM
continues, there are people dealing with complicated mourning who
need our help and intervention. Incidentally, I prefer the term “com-
plicated mourning” to the term “abnormal grief.” It is not the grief
that people experience that is abnormal. Their experience of grief is
their experience of grief. I can’t overemphasize the importance of in-
dividual differences in the experience of grief. Each man’s grief is like
no other man’s grief (Allport, 1957, class lecture notes). The difficulty
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lies in the mourning process. There is something that is impeding the
mourning process and not allowing it to move forward toward a good
adaptation to the loss. The mourning tasks and mourning mediators
can give the therapist and patient a clue as to what is going on and
provide a framework for effective interventions.

There are several ways to outline complicated mourning reactions.
I would like to suggest a paradigm that I find useful in my clinical work
and one that you may also find useful. This paradigm describes
complicated mourning under four headings: (1) chronic grief reactions,
(2) delayed grief reactions, (3) exaggerated grief reactions, and
(4) masked grief reactions. Let’s examine each one of these individually.

Chronic Grief Reactions

A chronic or prolonged grief reaction is one that is excessive in duration
and never comes to a satisfactory conclusion. Anniversary reactions
are common for 10 years or longer, but these in themselves do not
indicate chronic grief. This type of grief reaction is fairly easy to di-
agnose because the person experiencing it is very much aware that he
or she is not getting through the period of mourning. This awareness
is particularly strong when the grieving has gone on for several years
and the person is feeling unfinished. It is common for people to come
2 to 5 years after the death and say things like, “I'm not getting back
to living,” “This thing is not ending for me,” or “I need help to be my-
self again.” Even though the person is aware of the condition, chronic
grief does not necessarily resolve on its own. However, self-referral
makes the diagnosis of this phenomenon easy.

The emerging diagnosis of complicated grief (now called pro-
longed grief) discussed above relates well here because it suggests that
chronic grief may be identified early through the criteria found in
the diagnosis (either assessed by a clinician or by a self-report inven-
tory), and early intervention with these people may keep grief from
developing into a chronic condition. Prediction and early intervention
are part of the preventive mental health philosophy at Harvard, and
I have developed screening instruments for the early identification of
at-risk cancer patients (Weisman & Worden, 1980) and at-risk be-
reaved children (Worden, 1996).
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For some, treatment will require facing the fact that the person is
gone and will never return, no matter how much they wish otherwise
(task I). Not wanting the person dead is understandable, particularly
when a child dies. The counselor should explore the special meanings
the child had for the parent besides the obvious. Rita struggled for
more than 2 years with the death of her 12-year-old daughter. When
she lost her daughter she not only lost a child but the only person in her
world who could rub her neck for relief from migraine headaches.

For others, it may be of assistance to sort out and deal with con-
fusing and ambivalent feelings toward the deceased (task II). The sui-
cidal death of her son 3 years earlier not only left a woman struggling
with difficult feelings concerning his taking his own life but also res-
urrected feelings about his conception when she was an unmarried
teenager, and the rejection she felt from family and friends (Cerney &
Buskirk, 1991). Some with chronic grief reactions may yearn for a re-
lationship that never was but might have been (Paterson, 1987). I have
seen this in some individuals who had alcoholism as well as physical
and sexual abuse in their backgrounds.

For those who had a highly dependent relationship with the de-
ceased, helping to adapt to the absence of the loved one and skill
building may be a part of the intervention. For still others with insecure
attachment needs, loss leaves them feeling unsafe and unable to make
it on their own. They may need help and encouragement in forming
new relationships that can help fill some of that need (task I1I).

Five years after the sudden death of his wife, a young man came
for therapy because he was unable to establish a relationship with a
woman even though he dated several. Having him interact with the
dead wife in an “empty chair” experience allowed him to hear the
wife encouraging him to move on with his life, find a new wife, and
be happy. After our work he went to visit her grave and returned to tell
me, “When I want to remember her, I can always go to the cemetery
to do this.” He had moved her from his heart to a place he could ap-
propriately memorialize her, and that freed him up to move on with
his life and find a new wife. He has since done this and established a
new family. This was clearly an effective adaptation to the fourth task
of mourning, something he had been unable to do in the previous
5 years of chronic grief.
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A chronic or prolonged grief reaction requires that the therapist
and client assess which of the mourning tasks are not being resolved
and which mediators of mourning may be influencing this. Then in-
tervention is focused on the resolution of these tasks.

Delayed Grief Reactions

Delayed grief reactions are sometimes called inhibited, suppressed,
or postponed grief reactions. In this case the person may have had an
emotional reaction at the time of the loss, but it is not sufficient to the
loss. At a future date the person may experience the symptoms of grief
over some subsequent and immediate loss, and the intensity of his or
her grieving will seem excessive. What is happening here is that some
of the grieving, particularly as it is related to mourning task II, which
was not adequately done at the time of the original loss, is carried
forward and is being experienced at the time of the current loss. The
person generally has the distinct impression that the response he or
she is experiencing to the current situation is excessive. One mediator
that frequently is associated with delayed grief reactions is the lack of
social support at the time of the loss.

An interesting example of delayed grief occurred in the case of a
woman who lost several of her children in an accident. She was preg-
nant at the time and was advised not to get too upset because intense
feelings could jeopardize her pregnancy. She heeded this advice, only
to have intense grief appear when her last child left home (Geller,
1985).

Overwhelming feelings at the time of the loss may cause the per-
son to delay his or her grief. This is often true in the case of a death by
suicide. Although some grieving is done at the time, it is not sufficient
for the loss, and grief may surface later. Delayed grief can also be
stimulated by other types of losses. I have seen several people whose
grief for an earlier loss from death has been triggered by an impend-
ing or recent divorce. Delayed grief can also arise years after a spon-
taneous abortion.

Multiple losses can also cause grieving to be postponed due to the
magnitude of the loss and bereavement overload (Kastenbaum, 1969).
A client of mine lost a number of buddies during the Vietnam War in
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an ambush but, due to the circumstances, was not able to grieve. After
the war he married and became physically abusive to his new wife. In
counseling he was more in touch with the anger than the deep sorrow
that eventually surfaced. Doing grief work in the office and at the
Vietnam Memorial in Washington, D.C., gave him a sense of closure
on his losses, and the angry behavior abated.

Such delayed reactions can occur not only after a subsequent
loss, but also when one is watching someone else go through a loss,
or watching a film, television program, or other media event in which
loss is the main theme. When you see a sad play, it is normal to have
sad feelings. But what characterizes a delayed grief reaction is the
intensity of these feelings, which, on further examination, often turn
out to be unresolved grief for a former loss. Bowlby (1980) suggests
a probable explanation of the tendency for a recent loss to activate or
reactivate grieving for a loss sustained earlier. When a person loses the
figure to whom he or she is currently attached, it is natural for him or
her to turn for comfort to an earlier attachment figure. If, however,
the latter, for example a parent, is dead, the pain of the earlier loss will
be felt afresh or possibly for the first time.

My colleague George Bonanno argues that there is no such phe-
nomenon as delayed grief (Bonanno et al., 2002). He has never seen a
case of it, and his research does not support its validity. I respectfully
have to disagree. I along with my colleagues, such as Therese Rando,
have treated a number of cases that fit the above description. One of
the problems is tying delayed grief into the phenomenon of absent
grief described by Helena Deutsch (1937) in her classic paper. In most
of those I have treated, grief was not absent around the time of the
loss, but for some reason, usually the absence of social support, the
person didn’t process it adequately, and it reappeared much later, often
in the form of deep sorrow and excessive crying related to a lesser loss.
Investigators trying to validate or invalidate this diagnosis may need
to extend their research farther out in time and also remember that
this is a low-frequency phenomenon. Bonanno and colleagues (2002)
found a low frequency of 4% delayed grief in 205 individuals assessed
for 18 months following the death of a spouse. Using the same instru-
ments, we found a low frequency of 8% in 70 individuals followed for
2 years after spousal death.



142 Grief Counseling and Grief Therapy

Exaggerated Grief Reactions

The third diagnostic category has to do with exaggerated grief re-
sponses in which the person experiencing the intensification of a
normal grief reaction either feels overwhelmed or resorts to maladap-
tive behavior. Unlike masked grief, where the person is unaware that
his or her symptoms are related to a loss, people with an exaggerated
grief response are aware that the symptoms and behaviors they are ex-
periencing are related to the loss, and they seek therapy because their
experience is excessive and disabling. Exaggerated grief responses in-
clude major psychiatric disorders that develop following a loss and
often receive a DSM diagnosis.

Clinical depression that develops following a loss is one example.
Feeling depressed and hopeless after the loss of a significant other is a
common and usually transient experience for many bereaved individ-
uals. But most are not clinically depressed. However, if these feelings
of hopelessness blossom into irrational despair and are accompanied
by other depressive features, a diagnosis of clinical depression may re-
sult, along with the need for pharmacological intervention. Maureen
went into a deep retarded depression after the death of her father.
After the depression began to lift through antidepressant medica-
tions, we were able to look at the conflicts she had with her father. She
had long-standing anger at her father, who was absent for most of her
childhood, and this anger was feeding the depression. She was able
to identity these feelings and confront her father by using the empty
chair technique. Finally she was able to go to the gravesite and read a
letter to him that reflected both her negative and positive feelings. Of
interest is the fact that she had no history of depression prior to this
event, and long-term follow-up has indicated no further depressive
episodes.

Anxiety is another common response following loss. If the anxiety
is experienced as panic attacks, phobic behavior, or some other type
of anxiety disorder, then I would include these disorders under the
category of exaggerated grief. Jacobs, Hansen, Kasl, Ostfeld, Berkman,
and Kim (1990) found that anxiety disorders during acute bereave-
ment were frequent. More than 40% of bereaved participants in their
study of bereaved spouses reported an episode of anxiety disorder at
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some time during the first year of bereavement. A large group of those
experiencing anxiety disorders also reported a depressive syndrome.

Phobias that arise in the context of loss are often centered around
death. One patient who had a previous history of psychiatric care
lost her father and then, within a 3-month period, began to develop
a serious fear of death and returned for treatment to get relief from
the symptoms. Often underlying this type of phobia are unconscious
guilt and the thought “T deserve to die too,” usually stemming from an
ambivalent relationship with the deceased.

One 29-year-old woman developed a social phobia after the sud-
den death of her mother. Six months later she found herself perva-
sively anxious in social situations, including situations that she had to
engage in for her livelihood. She had a longtime ambivalent relation-
ship with her depressed and psychotic mother, who saw the world as
a dangerous place. This required her to tiptoe around the mother’s
fragility. After the death she pathologically identified with some of her
mother’s symptomatology, and the symptom protected her from her
aggressive impulses (Zerbe, 1994).

Agoraphobia is another anxiety disorder than can emerge after a
death, and often there is a previous history of this disorder (Sahakian
& Charlesworth, 1994).

Serious alcoholism and other substance abuse that develop or
are exacerbated by a death would be included here under exagger-
ated grief reactions. Those who treat alcoholism should explore the
possibility of unresolved grief as part of the recovery process. Some
can trace their alcohol abuse directly to their grief experience. One
man whose wife died said, “Before her death I was a social drinker.
Afterwards I used the booze to try to forget. Then I'd feel guilty and
depressed for being drunk all the time, and I'd drink some more”
(Hughes & Fleming, 1991, p. 112).

There are some who suffer loss, usually of a catastrophic nature,
who develop signs and symptoms of posttraumatic stress disorder
(PTSD). I have worked with Vietnam veterans as well as survivors
of serious automobile accidents who exhibited the classic symptoms
of PTSD. One interesting case was the 72-year-old veteran of World
War IT who had never experienced PTSD symptoms from his battle-
field experiences. Fifty years later, following the death of his wife,
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these symptoms appeared for the first time (Herrmann & Eryavec,
1994). Similar trauma reactions could be found in some veterans fol-
lowing the screening of Saving Private Ryan, which brought back
repressed memories. There are specific approaches to working with
PTSD, which are beyond the scope of our discussion of grief ther-
apy. However, this trauma disorder precipitated by a death would fall
under exaggerated grief.

Several cases of mania occurring after loss have been reported in
the literature. Usually this occurs in a person with a history of affective
disorder. I would consider such occurrences a form of complicated
grief (Rosenman & Tayler, 1986).

Masked Grief Reactions

Masked grief reactions are interesting, Here patients experience symp-
toms and behaviors that cause them difficulty, but they do not recog-
nize the fact that these symptoms or behaviors are related to the loss.
They develop non-affective symptoms or, as Parkes (1972, 2006) says,
symptoms that are seen as affective equivalents of grief. Helene Deutsch
(1937), in her paper on the absence of grief, comments on this phenom-
enon. She says that the death of a beloved person must produce some
kind of reactive expression of feeling and that the omission of such is just
as much a variation of normal grief as grief that is excessive in its dura-
tion and intensity. She further states that if a person does not express
feelings in an overt manner, this unmanifested grief will be expressed
completely in some other way. Her suggestion is that people may have
absent grief reactions because their egos are not sufficiently developed
to bear the strain of this work of mourning and that they use some
mechanisms of narcissistic self-protection to circumvent the process.
Masked or repressed grief generally turns up in one of two ways:
either it is masked as a physical symptom or it is masked by some type
of aberrant or maladaptive behavior. Individuals who do not allow
themselves to experience grief directly may develop medical symp-
toms similar to those that the deceased displayed, or they may develop
some other kind of psychosomatic complaint. For example, pain can
often be a symbol for suppressed grief, or patients being treated for
various somatoform disorders may have an underlying grief issue.
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Zisook and DeVaul (1977) report on several cases where the
physical symptoms experienced by the survivor were similar to those
suffered by the deceased during his or her last illness. They call these
“facsimile illnesses.” One case involved a woman who presented with
chest pains identical to those suffered by her husband before he died
of a heart attack. The symptoms first appeared around the anniver-
sary of his death. In another case a woman presented with stomach
pain. Her mother had died 7 years earlier, and the first episode of pain
occurred on the first anniversary of the loss. In both cases there was
no organic pathology, and the symptoms abated after the grief issues
were dealt with in therapy.

On the other hand, physical symptoms may not be the only mani-
festation of repressed grief—it may also be masked as a psychiatric
symptom, such as unexplained depression, or as some type of acting-
out or other maladaptive behavior. There have been some studies that
suggest that delinquent behavior can be seen as an adaptive equivalent
in the case of a masked grief reaction (Shoor & Speed, 1963). Randall
(1993) describes the case of a woman who developed anorexia nervosa
4 months after the accidental death of her son, with whom she had
an overly dependent attachment. Since the age of 12 this son had had
an eating disorder, for which he was hospitalized. Her introjection of
her son’s pathology was identified, and through the skilled use of link-
ing objects, the therapist was able to help her appropriately disengage
from him and master the eating disorder.

It is necessary to note the important distinction between exagger-
ated grief and masked grief. Both may give rise to a formal psychiatric
and/or medical diagnosis. In exaggerated grief, the patient knows that
the symptoms began around the time of the death and are the re-
sult of the experience of the loss. The severity of the symptoms gives
the patient a formal DSM diagnosis, and treatment for that condition,
frequently involving medication, is begun. When the symptoms lift as
the result of the initial treatment, the conflicts of separation then be-
come the focus of the treatment. On the other hand, those with masked
grief do not associate their symptoms with a death, but once the thera-
pist helps the patient make this connection and works with him or her
to identify and resolve the underlying separation conflicts, there is a
decided improvement in the physical and/or mental symptoms.
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DIAGNOSING COMPLICATED MOURNING

How does a therapist go about diagnosing a complicated grief reaction?
There are generally two ways. Either a patient will come with a self-
diagnosis, as in the case of chronic grief, or the patient will come for
some kind of medical or psychiatric problem, quite unaware that at-
tachment issues and unresolved grief are at the heart of the distress.
The latter case requires the skill of the clinician to determine that un-
resolved grief is the underlying problem, while in the first case, diag-
nosis is a rather easy matter. I have yet to see a case in which a person
came for therapy because he or she believed that the condition related
to a loss where this has not been true. May is a good example. When she
was in her early 50s, her son was killed in a midair collision over Florida.
There were a number of factors that made it difficult for her to grieve
her son: it was a sudden death; it happened far away from their home;
and because of the circumstances surrounding the death, there was no
body at the funeral. Approximately 2 years later, May approached her
minister and said that she was not getting through her grief. She was
not back doing the kinds of things that she had done prior to the loss.
She had a definite feeling of being stuck in the grieving process and
requested his help. This type of self-diagnosis is very typical.

However, many times people come for medical or psychiatric care
unaware of the dynamics of grief, and this requires that the clini-
cian help make the diagnosis. Most intake procedures require a fairly
detailed history from the patient, but deaths and losses can be over-
looked, and these can have a direct relationship to the current prob-
lems. It is very important to take a loss history when one is doing a
formal intake procedure.

There are a number of clues to an unresolved grief reaction. Lazare
(1979) has given us an excellent taxonomy of these. Any one of these
clues in and of itself may not be sufficient for a diagnostic conclusion.
However, any of these clues should be taken seriously, and the diagno-
sis of complicated grief should be considered when they appear.

Clue 1

The person being interviewed cannot speak of the deceased without
experiencing intense and fresh grief. A man in his early 30s came to my
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office, not for grief therapy, but with a sexual dysfunction problem. In
doing the intake, I inquired about deaths and losses, and he told me his
father had died. As he spoke of the loss, there was a great freshness to
his sadness, which made me think that the loss might have been quite
recent. However, on inquiry, he told me that his father had died some
13 years earlier. Later on in therapy we explored the lack of resolution to
his loss and its relationship to his sexual dysfunction. So when a person
is unable to speak about a previous loss without losing equanimity, one
should consider the possibility of unresolved grief. Again, what you look
for here is a fresh, intense sadness that occurs many years after the loss.

Clue 2

Some relatively minor event triggers an intense grief reaction. This
is usually a clue to delayed grief. In chapter 6, I present the case of
a young woman whose friend lost a baby in utero and her continuous
overreaction to her friend’s trouble, which led us to discover an un-
mourned abortion of her own some years earlier.

Clue 3

Themes of loss come up in a clinical interview. In any good counseling
or therapy, it is important to listen for themes and, when they concern
loss, watch for the possibility of unresolved grief.

Clue 4

The person who has sustained the loss is unwilling to move material
possessions belonging to the deceased. Someone who preserves the
environment of the deceased just as it was when the death occurred
may be harboring an unresolved grief reaction. One must factor in
cultural and religious differences before making a judgment here.
Tossing everything that belonged to the deceased right after the death
can also be a clue to disordered mourning,

Clue 5

An examination of a person’s medical record reveals that he or she has
developed physical symptoms like those the deceased experienced
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before death. Often these physical symptoms occur annually, either
around the time of the anniversary of the death or around holiday
seasons. These symptoms can also surface when the client reaches
the age the deceased was at the time of death. This particular phe-
nomenon can happen when the client reaches the age at which the
parent of the same sex died. One young woman began an affair on
the anniversary of her mother’s death. In group therapy she confessed
this, only to experience cardiovascular symptoms. Later we discov-
ered the symptoms were similar to those her mother had had before
her death.

Physicians who see patients presenting with vague somatic com-
plaints, increased susceptibility to illness, or chronic illness behavior
may want to consider the possibility of grief-related issues. A simple
inquiry into recent or past losses, how they feel they have adjusted to
the loss, and if they still cry or feel the need to cry can give the doctor
important clues as to whether there is a possible grief component.

Clue 6

Those who make radical changes to their lifestyle following a death or
who exclude from their life friends, family members, and/or activities
associated with the deceased may be revealing unresolved grief.

Clue 7

A patient presents a long history of subclinical depression, often
marked by persistent guilt and lowered self-esteem. The opposite of
this can also be a clue. The person who experiences a false euphoria
subsequent to a death may be experiencing unresolved grief.

Clue 8

A compulsion to imitate the dead person, particularly if the client has
no conscious desire or competence for the same behavior, comes from
the individual’s need to compensate for the loss by identifying with
the deceased. “Just as the frightened child has to set up a perma-
nent mother inside himself, the adult mourner has to internalize, take
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into himself, his loved object so he will never lose it” (Pincus, 1974,
p. 128). The person might even take on personality characteristics of
the deceased that previously were rejected by the survivor. Through
imitation, the survivor may attempt to repair the rejection and gain
restitution.

Clue 9

Although self-destructive impulses can be stimulated by a number
of situations, unresolved grief can be one of these and should be
considered.

Clue 10

Unaccountable sadness occurring at a certain time each year can also
be a clue to unresolved grief. This feeling may occur around times that
were shared with the deceased such as holidays and anniversaries.

Clue 11

A phobia about illness or about death is often related to the specific
illness that took the deceased. For example, if the death was a result
of cancer, the person may develop a cancer phobia, or if the person
died of heart disease, the client may have an abnormal fear of heart
attacks.

Clue 12

A knowledge of the circumstances surrounding the death can help the
therapist determine the possibility of unresolved grief. If clients have
suffered significant loss, always ask them what it was like for them
at the time of that loss. If they avoided visiting the gravesite or par-
ticipating in death-related rituals or activities, they may be harboring
unresolved grief. This can also be true if they did not have family or
other social support during the bereavement period.

With an understanding of diagnostic clues to complicated mourn-
ing, we can now move to a consideration of grief therapy itself. However,
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a caveat is important. I agree with Belitsky and Jacobs (1986), who ad-
vocate a cautious approach:

Diagnostic decisions ought to be conservative in the circumstances
of bereavement to avoid interference in a normal human process and
iatrogenic complications with the associated introduction of professional
interventions and their accompanying side effects. (p. 280)

This concern has recently been rearticulated by Jordan and Neimeyer
(2003) in their much discussed research paper.

In chapter 6, we will look at specific techniques that the therapist
can use to help people with complicated mourning resolve their grief
and move through the four tasks of mourning to a more effective
adaptation to the loss.
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Grief Therapy: Resolving
Complicated Mourning

The goal of grief therapy is somewhat different from the goal of grief
counseling. The goal in grief counseling is to facilitate the tasks of
mourning in the recently bereaved so that the mourner makes a bet-
ter adaptation to the loss. In grief therapy the goal is to identify and
resolve the conflicts of separation that preclude the completion of
mourning tasks in individuals whose grief is chronic, delayed, exces-
sive, or masked as physical symptoms.

Grief therapy is most appropriate in situations that fall into one
or more of these four categories: (1) the complicated grief reaction is
manifested as prolonged grief, (2) it manifests as delayed grief, (3) it
manifests as an exaggerated grief response, or (4) it manifests through
some masked somatic or behavioral symptom. Let’s briefly look at
these individually.

Chronic grief can be defined as a deviation from the cultural
norm in the duration or intensity of the symptoms of grief (Stroebe,
Hansson, & Stroebe, 2001). Individuals who experience this difficulty
are consciously aware that they are not coming to an adequate resolu-
tion of their grief, because the loss occurred many months, sometimes
years, earlier. Often the reason behind this type of complicated grief
reaction is a separation conflict leading to the incompletion of one
or more of the tasks of mourning. Because these people are aware
that there is a problem, they are generally self-referred. Much of
the therapy involves ascertaining which of the grief tasks have yet
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to be completed and what the impediments to this completion are,
then moving forward with that issue. Understanding the mediators
of mourning outlined in chapter 3 can help identify most of these
impediments.

Delayed grief does not mean absent grief. The person may have
had an emotional reaction at the time of the loss, but it was not suf-
ficient to the loss. Insufficient grieving can be due to a lack of social
support, a lack of social sanction, the need to be strong for someone
else, or feeling overwhelmed by the number of losses. One patient had
seen his entire family shot by enemy soldiers when he was 10 years of
age. He experienced very little grief due to the overwhelming number
of losses and the circumstances. Years later, when he was 54, a current
loss evoked all the pain that had been suppressed over the years. In
therapy he was able to explore these earlier losses in a safe environ-
ment that allowed him to dose his pain.

Exaggerated grief is a specific psychological or psychiatric disor-
der that arises or is precipitated by the death of a loved one. The af-
fect that is experienced is common to any loss but it is experienced to
the degree that the person becomes dysfunctional and needs treat-
ment. For example, it is normal to feel down and depressed after a
loss. However, a depression that escalates into a major depressive epi-
sode after a death would fall into this category of exaggerated grief. It
is common to feel anxious after losing someone to death. But anxiety
that escalates into an anxiety disorder (panic attack, phobia, general
anxiety disorder, etc.) is an example of exaggerated grief. Individuals
falling into this category would be those with excessive depression, ex-
cessive anxiety, or some other feature usually associated with normal
grief behavior manifested in an exaggerated way so that the person is
dysfunctional and a psychiatric disorder diagnosis would apply. Psy-
chiatric symptoms would be treated with standard intervention treat-
ments for that disorder. Once the symptom (e.g., clinical depression)
has lifted through clinical or pharmacological intervention, then the
conflicts of separation can be addressed in the grief therapy.

When grief is masked as somatic or behavioral symptoms, patients
are usually not aware that unresolved grief is the reason behind their
symptoms. However, a peripheral diagnosis, such as the one described
in chapter 5, reveals unresolved grief of a much earlier loss as the
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culprit. People usually experience this kind of complicated grief reac-
tion because, at the time of the loss, the grief was absent or its expres-
sion was inhibited. Consequently, their grieving was never completed
and this caused complications that surfaced later as somatic or behav-
ioral symptoms.

GOALS AND SETTING OF GRIEF THERAPY

The goal of grief therapy is to resolve the conflicts of separation and
to better adapt to the death. The resolution of these conflicts requires
the patient to experience thoughts and feelings that he or she has
been avoiding. The therapist provides the social support necessary
for successtul grief work and essentially gives the patient permission
to grieve, permission that may have been lacking around the time of
the death. Obviously, such permission or support implies an adequate
therapeutic alliance. One way to enhance this alliance is to recognize
and acknowledge the difficulty some people may experience when they
reopen a past loss. The greater the underlying conflict with the de-
ceased, the more resistance there will be to exploring painful thoughts
and feelings. As in any good psychotherapy, resistances are constantly
monitored and worked with as a part of the therapy process.

Grief therapy is usually conducted in an office setting and fre-
quently on a one-on-one basis. This does not mean, however, that it
cannot be done in other settings such as group therapy, particularly
if an unresolved grief issue arises while the person is participating in
a course of group therapy. In Germany, Wagner, Knaevelsrud, and
Maercker (2005) have developed a treatment approach for compli-
cated grief through the Internet. In an interesting paper, they outline
the techniques as well as the caveats for such intervention, along with
a case study.

The first step to grief therapy is to set up the contract with the
patient. Usually grief therapy is set up on a time-limited basis; that
is, the therapist contracts with the patient for 8 to 10 visits, during
which they explore the loss and its relationship to the present pain
or distress. In my experience, someone presenting with a focused,
unresolved grief reaction without unusual complications can usually



156 Grief Counseling and Grief Therapy

achieve a resolution of his or her problem within this limited time
frame. Patients are usually seen once a week, but more frequent meet-
ings are sometimes more effective.

Occasionally, during a contracted sequence of grief therapy ses-
sions, more serious underlying pathology emerges that is of such substan-
tial nature that it may require a prolonged period of non-grief treatment.
“With people who are neurotically dependent personality types expert
psychotherapeutic intervention is needed to deal with both the le-
gitimate grief reactions as well as the underlying personality disorder”
(Simos, 1979, p. 178). One way to identify any underlying pathology
that may impair brief grief therapy is to screen for comorbidity in the
initial interview. Initial screening for serious depression, anxiety disor-
ders, trauma, or Axis IT disorders can identify possible impairments to
a brief treatment schema. Therapists who are doing a routine sequence
of psychotherapy may turn up an unresolved grief issue and, in this
case, do grief therapy within the context of a longer psychotherapy.

It is important to remember that in this type of treatment, as in
any short-term psychotherapy treatment, the therapist must be knowl-
edgeable and the sessions must be kept focused. One way the patient
will express resistance is by not keeping the focus and going off on
distracting issues that are unrelated to grief. In such cases, the thera-
pist needs to remind the patient of the task at hand and explore this
resistance and what is being avoided. A woman coming for brief grief
therapy 2 years after the sudden death of her son agreed to an
8-week contract. After the third session she began complaining about
how her husband was treating her. I reminded her of our contract
to spend 8 sessions focusing on the death of her son. After we fin-
ished that, I would be more than happy to see her and her husband
for marital therapy. Couples therapy never materialized because she
was using her unhappiness with her husband as a deflection from the
anger about the son that was emerging into her awareness.

PROCEDURES FOR GRIEF THERAPY

One can no more do good therapy by numbers than paint an artistic
masterpiece by numbers. However, a listing of therapeutic procedures
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may help one to remember them. The assumption underlying these
procedures is that they will be applied within each therapist’s own
theoretical framework and level of professional competence.

1. Rule Out Physical Disease

If the patient presents with a physical symptom, it is important to
rule out physical disease. Although some symptoms do appear as grief
equivalents, this is not true of all symptoms, and one should never
enter a course of grief therapy when a physical symptom is the major
presentation unless there is conclusive exclusion of physical disease
behind the symptom. This would also be important during grief coun-
seling if the person is manifesting physical complaints.

2. Set Up the Contract and Establish an Alliance

Here the patient agrees to explore his or her relationship with the per-
son or people involved in the previous loss. The patient’s belief that this
will be beneficial is reinforced by the therapist, who agrees that this is
a worthy area to explore. Some patients need more education than
others—education about grief and the rationale for what we will be
asking them to do. Keep in mind that this is brief therapy and the focus
is specific. Past relationships are explored only if they directly affect
the response to the immediate bereavement.

3. Revive Memories of the Deceased

Talk about the person who has died—who he was, what he was like,
what the client remembers about him, what they enjoyed doing to-
gether, and so on. It is very important to begin to build groundwork
of positive memories that will help the patient later on if he or she is
resisting experiencing some of the more negative feelings. This will
provide balance and will enable the patient to get in touch with some
of these negative areas. Considerable time is spent in the early ses-
sions talking about the deceased, particularly about positive charac-
teristics and qualities and pleasant activities that the survivor enjoyed
with the deceased. Gradually begin to talk about some of the more
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mixed memories. The technique mentioned in chapter 4 can be use-
ful here. “What do you miss about him?” “What don’t you miss about
him?” “How did she disappoint you?” Finally, lead the person into a
discussion of memories of hurt, anger, and disappointment. If the pa-
tient comes to treatment aware of only negative feelings, the process is
reversed and positive memories and affects need to be retrieved, even
if they are few in number.

If there have been multiple losses, you will need to deal with each
one separately. In general, it is best to explore the loss that you believe
has the fewest complicating factors first. One woman in her late 20s
came for therapy after losing two brothers to suicide. While exploring
both of these losses, it became clear that the first brother to take his
own life was the one with whom she had the most unfinished business
and the greatest attachment. Although we dealt with each loss, she
reported the greatest sense of relief when she was able to deal with
her anger and guilt about the first loss.

4. Assess Which of the Four Mourning Tasks
the Patient Is Struggling With

If the struggle involves task I (to accept the reality of the loss), and
the patient is saying to herself, “T won't have you dead,” or “You can't
be dead; you are just away,” the therapy focuses on the fact that the
person is dead and that the survivor is going to have to accept this re-
ality. It is important to investigate dimensions of the loss that make it
difficult to believe the person is gone and not coming back again. This
can often be found in the nature of the attachment to the deceased.

If the difficulty lies in task II (to process the pain of grief), where
the patient accepts the reality without the affect, then the therapy fo-
cuses on the fact that it is safe to feel both positive and negative emo-
tions with regard to the deceased, and that one can come to a balance
of these feelings. One of the key interventions needed to come to the
completion of task II is the redefinition of the patient’s relationship
with the deceased, for example, “He did love me, but he just couldn’t
express it because of his upbringing.”

If the difficulty lies around the first part of task III (external ad-
justments), then problem solving is a major part of grief therapy—the
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patient is taught to overcome his or her helplessness by trying out new
skills and developing new roles through role-playing and, in general,
is encouraged to get back to living. This was particularly true in the
case of Margaret, a young widow who, prior to her husband’s death,
enjoyed going out to a club where people sat around a piano bar and
sang show tunes. She and her husband had enjoyed this together, but
3 years after his death she still would not go there, not because she did
not want to be reminded of him, but because she felt she lacked the
social skills to go there alone. Part of the therapy involved helping
Margaret to relearn these social skills, beginning with role-playing
and then in an in vivo confrontation of the feared activity. I remember
how pleased she was the day she came in and told me she had, after
many failed attempts, gone to the club alone.

For those who are struggling to find meaning in the loss (the last
two parts of task I1I: internal and spiritual), the therapist can help the
patient in this search. Likewise, the patient can be helped to explore
how the loss has affected his or her sense of self. A good resource for
patients who are struggling to integrate their meaning of their loss
into their current life is Lessons of Loss: A Guide to Coping by Robert
Neimeyer (2003).

Finally, if the struggle is with mourning task IV, then the thera-
pist can help the patient find some kind of enduring connection with
the deceased and thus be free to embark on a new life and cultivate
new relationships. This involves giving the patient permission to stop
grieving and sanctioning new relationships and helping the patient to
see that moving on with life is not an affront to the memory of the lost
loved one.

5. Deal With Affect or Lack of Affect
Stimulated by Memories

Often, when a patient is undergoing grief therapy and begins talk-
ing about the person who has died, the description of the deceased
comes off bigger than life (e.g., “the best husband who ever lived”),
and it is important for the therapist to allow the patient to describe
the deceased in this way early in therapy. When there is this type of
description, however, there is often considerable unexpressed anger
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beneath the surface, and exploring the more ambivalent feelings
about the deceased and helping the patient to get in touch with his or
her angry feelings are ways of gradually working through anger. Once
angry feelings are identified, the patient needs to be helped to see
that these do not obviate the positive feelings and indeed are there
because he or she did care for the deceased.

The woman mentioned earlier whose son was killed in a midair
collision described her son in this bigger-than-life way—he was a top
cadet in the military, he was a graduate of an Ivy League school, he
was the most wonderful son who ever lived. As we worked together in
therapy, she began to get in touch with the fact that she did have some
ambivalent feelings about him. Finally, she was able to allow into con-
sciousness and to share with me the fact that shortly before he died,
he had done something that had severely displeased her, and then he
was gone and all her anger was suppressed. It was very important for
her, as part of her therapy, to reexperience this anger and to see that
the angry feelings did not preclude the positive ones, and vice versa,
and to be able to express them to her son.

In a similar situation is Laura, a woman in her late 20s who came
in for psychotherapy. During the course of the treatment, it seemed as
though there were some unresolved issues concerning her father. He
had died when she was 12 years old, and as she described him, he came
off bigger than life, the greatest dad who ever lived. It was important
for her to hold onto these positive feelings because underneath there
was an incredible amount of anger that she was not in touch with. Dur-
ing therapy she went back to the old family homestead in the Midwest
to visit the place where they had lived while he was alive. Then one day
during one of our regular sessions, which just happened to fall on the
anniversary of her father’s death, the anger and rage erupted. She said
that he had ruined her life by dying. She had to move out of her pleas-
ant suburban home into a large city and share a room with her brother.
Her anger at her father had gone underground and she was not aware
of it, but it was the stimulus that lay behind the dysfunctional behavior
that brought her into psychotherapy. Again, it was important to leave
her with a balance between positive and negative feelings.

When the death has been a violent death, the patient may only
focus on the disturbing aspects of the death and experience feelings
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that are mostly negative and disturbing. Here the goal is to help the
patient remember the deceased in a more positive and comforting way.
Before this can happen, the patient may need to focus on the most
difficult images of the event and, through imagery exposure combined
with systematic desensitization, defuse the pain associated with these
images. Another useful approach to defusing these negative images
and the eventual installation of positive images is the technique of
EMDR (eye movement desensitization and reprocessing). Individu-
als trained in this approach will find it useful in defusing traumatic
memories associated with the death so that these memories no longer
evoke the level of affect that they did in the beginning (Solomon &
Rando, 2007; Sprang, 2001).

Another affect that may come up frequently when one is stimu-
lated by memories of the deceased is guilt. (Keep in mind we are
talking about memories of someone who may have died a number of
years earlier; this is grief therapy, not grief counseling.) As the patient
begins to talk about the deceased, he or she becomes aware of some
of the guilt he or she has concerning the former relationship. Again,
once this guilt is identified, it is important to help the person reality
test the guilt. As in acute grief, much guilt is irrational and doesn't
hold up under reality testing or similar cognitive reappraisal.

Some guilt is real. Karen, a young mother whose 6-year-old son
died of a long and complicated illness, felt very guilty about the fact
that she had not stood between him and the physicians during his
difficult final hospitalization. She had carried this guilt with her
for nearly 7 years. Part of her treatment involved reality testing this
guilt, which she determined was real. She was then able, through a
psychodrama, to seek her son’s forgiveness and understanding for her
limitations. It is important when one is dealing with real guilt to fa-
cilitate the seeking and granting of forgiveness between the deceased
and the patient. In the facilitation of this process, certain role-playing
and imaging techniques may be useful, such as having the patient
speak both for him- or herself and for the deceased by moving back
and forth between two chairs while speaking from both awarenesses.

Not every mourner expresses affect of one kind or another, though
most do. There is currently discussion as to whether the lack of ex-
pression of affect is healthy or not. This debate was sparked by the
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research finding that those who show strong early affect are those
who are going to be expressing strong affect later in the bereavement
(Bonanno & Papa, 2003; Wortman & Silver, 2001). Again, I would
remind the reader that grief is a multidetermined phenomenon and
that each person’s grief is unique to him or her. Some with very lit-
tle emotion after a death have very little attachment with the person
who died. Still others who avoid affect don't want to deal with aspects
about themselves with which the death confronts them. Avoidance
of affect may help some deal with the traumatic components of the
death, especially in cases of a violent death. Still others may show very
little grief due to a lifetime of unresponsiveness from others when
they were hurting. It is important for therapists to help mourners with
whatever affect is being experienced in order to find a way of expres-
sion that is not going to cause them marked and persistent dysfunction
in their everyday lives (Prigerson & Maciejewski, 2005-2006).

6. Explore and Defuse Linking Objects

In grief therapy, you may encounter cases in which linking objects
play a role in the nonresolution of mourning. These are symbolic ob-
jects that the survivor keeps and that provide a means through which
the relationship with the deceased can be maintained externally. This
concept was developed by psychiatrist Vamik Volkan (1972), who has
written widely on the issue of pathological grief.

It is important to be aware of and to understand this phenom-
enon because these objects can hinder satisfactory completion of the
grieving process. After the death, the mourner may invest some in-
animate object with symbolism that establishes it as a link between
him or her and the dead individual. Most mourners are aware that
they have invested the object with symbolism, and most are aware of
some aspects of the symbolism without perhaps comprehending all
that is symbolized. Generally, linking objects are chosen from one of
four categories: (1) some belonging of the deceased’s, such as some-
thing he or she wore, like a watch or a piece of jewelry; (2) something
with which the dead person extended his or her senses, like a camera,
which would represent a visual extension; (3) a representation of the
deceased, such as a photograph; (4) something that was at hand when
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news of the death was received or when the mourner saw the dead
body (Volkan, 1972).

For example, Donna, a young woman, was at her mother’s bedside
as she lay dying of cancer. When it was obvious that the death was
very near, she began compulsively rummaging through her mother’s
jewelry box, picking out the pieces that she wanted to have as me-
mentos. After her mother died, Donna wore the jewelry on a regular
basis, and indeed, she found that she felt somewhat uncomfortable
when she was not wearing it. Later on, as her grieving progressed,
she found less and less need to wear her mother’s jewelry. Volkan
(1972) believes that these types of linking objects are used to handle
separation anxiety and that they provide a “token of triumph™ over
the loss. He believes that linking objects mark a blurring of psychic
boundaries between the patient and the one mourned, as if repre-
sentations of the two individuals or parts of them merge externally
through their use.

It is important for the person who possesses a linking object to
know where it is at all times. One patient kept a tiny stuffed animal
with him always. He and his deceased wife had given this animal a
name, and he carried it with him in his pocket. One time, as he was
flying home from a business trip, he felt in his pocket and discovered
that the animal was missing. He was seized with panic, and in des-
peration he pulled the seat and carpeting up in an effort to find the
missing linking object. He never found it, and his anxiety was the
focus of many therapy sessions following that incident. Volkan (1972)
believes that the need for such an object comes from the conflicting
wish to annihilate the deceased and at the same time keep him or her
alive. Both of these wishes are condensed in the linking object.

Linking objects are similar to transitional objects such as those
that children hold on to as they grow away from their parents. As they
grow older, they may hold on to a blanket, a stuffed animal, or some
other object that makes them feel safe and secure during the transi-
tion between the safety and security associated with their parents and
their need to grow and detach from the family and become their own
person. In most cases transitional objects are dropped as children
grow up. However, when they are needed, their absence can cause a
tremendous amount of anxiety and uproar.
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One patient disposed of all of her husband’s clothing except for
two or three items that she had given him. These items represented
positive and happy times that they had had together. By holding on
to them, she kept herself from being fully in touch with her negative
feelings about the many unhappy times that they had together. In
therapy she developed the awareness that this was one of the func-
tions that her linking objects served.

Incidentally, linking objects are different from keepsakes. Most
people keep something as a memento or token of remembrance when
someone dies. Linking objects, however, are invested with much more
meaning, and their loss creates a great deal more anxiety. Volkan
(1972) talks about one of his cases in which the person holding the link-
ing object was in an automobile crash. He made a desperate attempt to
go back and retrieve this object, and it ended up being the only thing
that was retrieved from the wreckage of this very serious accident.

It is important to ask patients about what items they have saved
after the death, and if you determine that they are using something
as a linking object, this should be discussed in therapy. Like Volkan,
I encourage people to bring these objects to the therapy session.
Doing this can be extremely helpful in facilitating the mourning and
also helpful in pointing up the main conflicts causing people to get
stuck in the grieving process. It is interesting to see what happens
when people complete the course of grief therapy. Without exter-
nal suggestion, they often put away or give away these objects in
which they previously invested extreme amounts of meaning. One
patient would not leave home without letters she had received from
her husband while he was alive. As therapy progressed, she left the
letters at home through her own initiative. Field, Nichols, Holen,
and Horowitz (1999) see this patient as moving from getting comfort
through an attachment to the deceased’s possessions to maintaining
an attachment through fond memories, a healthier type of continu-
ing bond.

Keeping the clothing that the deceased wore at the time of
death is another type of transitional object behavior that I see from
time to time among survivors. This is particularly true in cases of
sudden-death experiences. One woman whose husband died very
unexpectedly found it important to keep the jacket he was wearing;
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she held on to it until she was able to work through her grief. In the
Harvard Child Bereavement Study a 9-year-old boy kept his dead
father’s baseball cap and during the first year after the death wore
this cap all the time, including to bed. After the first year he wore
the cap less and hung it on the bedpost in his room. By the second
year after the death he still kept the cap but at this time was keeping
it in his closet and not wearing it. Another patient and her husband
had bought a small toy lobster together and had given this toy a
name. Since they had no children, the lobster became a kind of pet
or mascot for them. After the husband killed himself, she found it
was important to sleep with this stuffed toy under her pillow and
was very anxious when she did not have it. After we worked through
a course of grief therapy, she was able to put the animal away in a
drawer. She wanted to keep it because of the happy memories that
it represented, but she no longer felt the need to have it as a source
of comfort. Again, here was a person who had a very ambivalent
relationship with her husband, and an important part of the therapy
revolved around this ambivalence and her need to understand it bet-
ter and to deal with it.

7. Help the Patient Acknowledge
the Finality of the Loss

Although most people accomplish this during the early months after a
loss, there are those who maintain long after that it is not final—that
somehow the person is coming back in some form or another. Volkan
(1972) calls this a chronic hope for reunion. Again, it is important to
help these patients assess why they cannot acknowledge the finality
of their loss. Carol was a young woman who came from a very puri-
tanical, restrictive family background, and although she was a young
adult at the time her father died, she would not allow herself, even
after 5 years, to acknowledge the finality of her loss. To do so would
mean that she would have to make her own choices and be subject to
her own needs and impulses, something that scared her. She avoided
making personal choices, maintaining, on one level of consciousness,
the fantasy that her father was somehow still there, pulling the strings
and providing external restraints on her behavior.
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8. Help the Patient Design a New Life
Without the Deceased

Keeping with task IIT (adjusting to a world without the deceased) and
with the restoration orientation of the dual-process model helps the
patient focus on personal goals. Shear (2006) has a technique that
I find useful: therapists ask patients to envision what they would want
for themselves if their grief could be magically removed and then work
with them to articulate new life goals that might be done without
the deceased. I recently asked a young widow this question, a woman
with a close relationship to her husband, who died with a lingering
and debilitating illness. We had worked for a year on her grief and ad-
justment to being a single parent of two teenage boys. When the boys
left home for college, her grief was compounded as she found herself
even more alone. She was able to envision a business activity that she
had always wanted to do but didn’t pursue because of her marriage at
a young age. Her enthusiasm was palpable as she, for the first time
since the death, could envision the framework for a new life.

9. Assess and Help the Patient Improve
Social Relationships

Another restoration focus and a goal of mourning task III is to help
the patient enhance and develop social relationships. Many of the
bereaved move away from former friendships when they feel that
their friends do not understand their grief and are trying to push
them into a premature closure. Friends sometimes feel uncomfort-
able with the mourner’s grief and stop calling or distance themselves
from the friendship because they feel awkward around their griev-
ing friend. Some widows who once participated in social activities
with their spouses no longer feel comfortable attending dinner par-
ties as the only unaccompanied person. Bereaved individuals often
feel stigmatized or stigmatize themselves. Explore disappointments
patients have with friendships, and through role-playing and small
steps, encourage them to begin to connect with friends again, being
candid about their disappointments with them and their hopes for
a new chapter in their relationship. Some bereaved individuals and
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couples find new friendships with others who have experienced simi-
lar losses.

10. Help the Patient Deal With the Fantasy
of Ending Grieving

One helpful procedure in doing grief therapy is to have patients ex-
plore their fantasies of what it would be like to complete the grieving
or what would be in it for them. What would they lose in giving up
their grief? Although this is a rather simple question, it often yields
very fruitful results. Some are fearful that if they give up the grief
they will forget the person who died (Powers & Wampold, 1994).
They need to find ways of finding an enduring connection and ap-
propriately memorializing the person, developing a continuing bond
with the lost loved one. Still others are afraid that relinquishing the
grief will give others the notion that they didn’t care enough for the
deceased. This idea needs to be reality tested.

SPECIAL CONSIDERATIONS FOR GRIEF THERAPY

There are several special issues that one needs to take into consider-
ation when doing grief therapy. The first is the importance of com-
pleting the grief work so that the patient is not worse off than before
he or she came to you for treatment. If the problem underlying the
unresolved grief has been unexpressed anger, it is critical that once
this anger is identified and felt, the patient is not left with guilt for
the anger. If the therapist merely brings angry feelings to the sur-
face without seeing them adequately resolved, the patient may be
worse off than before, possibly even experiencing retroflected anger
as depression.

Second, there is the issue of restraining overwhelming feelings.
Parkes (2001) discusses the fact that grief therapy may unleash af-
fective material that is overwhelming to the patient. In my clinical
experience, this has occurred infrequently. Although patients may
experience deep and intense sadness and anger during the course of
therapy, it is rare that a patient cannot find the necessary boundaries
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for these feelings and hold them within an acceptable set of limita-
tions. However, feelings need to be monitored. I use SUDS (subjective
units of distress) to monitor affect, both its intensity and resolution.
SUDS is a subjective report of a specific affect given by the patient on
ascale from 0 (none) to 100 (the most of a specific feeling that one can
imagine). I have also found that the concept of “dosing” feelings—or
encouraging patients to handle as much of a feeling as they can at the
time then back away from it and return to it later—can be useful to
some clients. This gives patients control over feelings that sometimes
threaten to overwhelm them. In the dual-process approach to grief
therapy, the patient is encouraged to oscillate between deep feelings
of grief (task II) and a restoration focus on things he or she needs to
do to reconstruct his or her world (task III) (Stroebe & Schut, 1999).
Related to this is the therapist’s ability to tolerate intense feelings that
may arise in grief therapy. This ability is obviously key to doing good
treatment.

A third consideration is helping patients deal with the awkward-
ness that is often experienced during grief therapy. If patients sus-
tained a loss several years earlier but have not adequately grieved
that loss and through therapy are beginning to get in touch with the
normal grief affects not previously experienced, they are going to feel
considerable fresh and intense sadness. This may make it very difficult
for them in social situations. One such patient was a young woman,
an instructor at a local university. Although her father had been dead
for 8 years, she had not grieved adequately, and during the course
of grief therapy she began to feel all the intensity of the sadness she
had not let herself feel before. While trying to perform her duties at
the university, people would come up to her and say, “What’s wrong?
You look so sad. You look like somebody’s died.” She felt foolish and
awkward telling them that yes, her father had died, when the death
took place so many years earlier. It helps to give patients some warn-
ing that they may experience these kinds of social encounters and
they will somehow be able to live around them. Sometimes I have,
with the patient’s permission, informed family members with whom
the patient is living that grief therapy is being done and the patient
may experience considerable fresh sadness. In this way the family is
alerted to possible changes in behavior and misunderstandings are
avoided.
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Most of the time grief therapy is done in individual therapy
sessions. Grief therapy can also be done in groups if run by com-
petent therapists. McCallum, Piper, Azim, and Lakoff (1991) have
an interesting approach to working with complicated grief in time-
limited bereavement groups using a psychodynamic focus. Also, in
the Netherlands, Schut, de Kiejser, van den Bout, and Stroebe (1996)
have found good results from their program for inpatient grief ther-

apy using groups.

TECHNIQUES AND TIMING

One technique that has been extremely helpful to me in doing grief
therapy has been the Gestalt therapy technique of the empty chair
(Barbato & Irwin, 1992). I've found it is important to have patients
talk directly to the deceased person in the present tense rather than
simply talk to me about the deceased. Talking to the deceased has a
greater impact than talking about the deceased (Polster & Polster,
1973). I set up an empty chair in the office and have the patient imag-
ine that the deceased is sitting in that chair. Then I have the patient
talk directly to the deceased about his or her thoughts and feelings
concerning the death and their relationship. I have never had a patient
refuse to do this when it was adequately explained during the intro-
duction to the procedure. Even the most hesitant patient has com-
plied, with a little encouragement. This is a very powerful technique
and is useful for completing unfinished business, handling guilt and
regrets, and the like. You can increase the power of the technique by
having the patient switch chairs and talk for the deceased as well as to
the deceased. Like any other psychotherapeutic technique, this tech-
nique should not be used unless the therapist is adequately trained.
Such a technique is obviously contraindicated with schizophrenic and
borderline patients.

A related technique described by Melges and DeMaso (1980) in-
volves having patients sit in chairs, close their eyes, and imagine they
are talking to the deceased. This is an acceptable alternative to the
empty chair, but what makes the technique important is not whether
the person’s eyes are opened or closed, but the fact that he or she is
able to address the deceased directly in the first person and in the
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present tense. I was explaining this technique to a colleague of mine
at Massachusetts General Hospital who is a prominent biological re-
searcher trained in psychoanalytic psychiatry. I wondered how he
would respond when I explained these Gestalt-oriented procedures,
but he laughed and shared a personal experience with me. He said
that his father had died 2 years earlier and from time to time he imag-
ines that his father is there and holds conversations with him.

Another technique is the use of a role-playing psychodrama. On
occasion I have had patients play both themselves and the role of the
deceased person, talking back and forth until a particular conflict is
resolved. Using pictures of the deceased can often facilitate the goals
of therapy. The patient brings to the session a favorite photograph,
which is then used to stimulate memories and affects and, on occa-
sion, is used as the focus for discussions with the deceased in the
present tense.

Homework is also useful in grief therapy. It is something that is
used in other types of therapy, especially Gestalt psychotherapy and
cognitive behavioral therapy. By assigning homework for the patient
to do between therapy sessions, one can extend the benefits of a sin-
gle weekly session and make the therapy shorter and more effective.
This is particularly effective in briefer therapy. There is no limit on
what can be assigned. Often it is the monitoring of affect and paying
attention to the cognitions that stimulate the affect. Letters to the
deceased can be written at home and brought into the session and
shared with the therapist. There are two caveats to consider: Be sure
to support the homework assignment so that patients know why you
are asking them to do a particular task at home. Second, be sure to ask
for a report on what they did at home. If you don't ask them for the
results, they will assume that it is not important and will not complete
the assignment.

With any technique, timing is essential. It is crucial that the thera-
pist know how to time the interventions. Affect encouraged before a
patient is ready will not be forthcoming. Ill-timed interpretations will
fall on the floor. Training people to time psychotherapeutic interven-
tions is always difficult. The best I can do is to reiterate that timing
is extremely important because of the sensitive nature of the material
and the time-limited nature of the contract.
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DREAMS IN GRIEF COUNSELING AND THERAPY

The dreams of the bereaved frequently parallel the mourning pro-
cess and often reflect the particular task of mourning that the griev-
ing person is struggling with. One strategy in counseling is to link
the dreams to these tasks. It is common for a mourner to dream
that the dead loved one is alive only to wake up to the reality that
the person is gone and will not be coming back. Such dreams can
be seen as a struggle with the first mourning task to make the loss
real.

Dream research shows that dreams can also help integrate trou-
bling affects for the mourner. This relates to the second task of
mourning—allowing feelings to be processed. Feelings of guilt, anger,
and anxiety are common experiences after a loss, but there are times
when these affects are so intense that they tend to impair the func-
tioning of the bereaved person. Traumatic deaths can lead to consid-
erable troubling affect, as seen in flashbacks and hyperarousal behavior.
Dreams can help a person integrate these affects of trauma in a way
that sometimes cannot be done in the waking state.

Adjusting to a world without the deceased (task III) can leave the
mourner struggling with many problems to be solved. It is not unusual
for the dreamer to experience the deceased returning to proffer ad-
vice on ways to deal with a particular problem. Such advice from the
“other side” can help attenuate anxiety and move the mourner toward
some possible solutions. Meaning making is also an important part of
task III, and dreams can be useful in helping the bereaved to make
sense of the loss.

How to go on without the deceased is a problem for many mourn-
ers who are struggling with task IV. One young man whose wife died
suddenly found himself unable to establish a relationship with a new
woman. He would date but then break off any developing relationship.
After 5 years this became a problem for which he sought counseling.
During the counseling he had a series of dreams in which the dead
wife appeared and gave him permission to move on with his life and
find someone new to love. He valued this permission but did not want
to forget his wife when establishing a new relationship. One day when
visiting her grave, he realized that whenever he wanted to remember
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her, he could go to her grave, and that gave him something concrete
to hold onto as a way of memorializing her.

Since mourning is a process, one can get stuck anywhere in the
process. Dreams can be a useful tool not only to show where one is
stuck but also to identify what might be causing the impasse and why
the person is stuck. For one mother whose young adult daughter was
killed in a freak accident, a series of dreams found her searching for
her daughter, wanting to find her and to know she was all right. She
could not move forward with her life until she knew that her daughter
was all right. In many of the dreams she could see her daughter, al-
ways at a distance and looking happy, but also leaving the mother with
some uncertainty. Toward the end of counseling, she had a dream in
which she grabbed a balloon that carried her high up to a cloud on
which her daughter resided. Her daughter was surprised to see her,
and they had a conversation in which her daughter assured her that
she was all right. Relieved, the mother asked how she could get down.
“Step down, Mother, and you will land where you need to be,” said
the daughter. From this dream the mother took the message that
her daughter was all right and that she herself needed to be back on
earth pursuing her own life. Many mourners have a strong wish to
know that the loved one is all right, and many bereavement dreams
reflect this.

SOME CONSIDERATIONS

Counselors who encourage clients to take note of their dreams and to
share them in counseling sessions should note the following:

1. The deceased does not need to appear in the dream in order
for the dream to be relevant to the mourning process. How-
ever, if the deceased appears in the dream, it is usually im-
portant to the grief, and one should not ignore the appearance
of the deceased (alive, dead, etc.) or the activity in which the
deceased is engaged.

2. Don't overlook dream fragments. Frequently a client will not
feel that such fragments are important. However, if the coun-
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selor and client are engaged in a mutual pursuit to understand
the client’s mourning, then putting the dream fragments to-
gether, much as one might put puzzle pieces together, can be
useful.

. Let the dreamer tell you the meaning of the dream (Barrett,
2002). Using dreams in grief work is not the same as in ana-
lytic work, where dreams are interpreted by the therapist. The
woman who rose on the balloon to visit her daughter on a cloud
mentioned that the color of the balloon was gold. Upon in-
quiry, she told me that the family would present family mem-
bers with a gift of gold on each birthday and anniversary. Gold
gave the event a special meaning in that family. The message
she got from the dream was that her daughter was giving her
the gift to go on with her life.

. When a client has a series of dreams, look for the underlying
themes that may tie all the dreams together. Often the same
theme underlies each dream although the metaphors and im-
ages in the dream may vary (Belicki, Gulko, Ruzycki, & Aris-
totle, 2003).

. It is not unusual for clients to have dreams of the deceased
that occur around the anniversary of the death. This is true for
those who have not dreamed regularly of the deceased. An-
niversaries other than the death, such as birthdays, weddings,
and other life transitions, can also trigger such dreams. Train
clients to pay attention to these dreams and to use them as a
way of understanding where they are in their grief.

. Attachments are not all the same, and dreams can sometimes
give one a clue as to the nature of the attachment. One mother
whose young adult daughter was killed suddenly had grief that
went on for years. Her family, who had done their grieving,
could not understand the length of the mother’s grief. In a se-
ries of dreams, the mother was seeking mothering from this
oldest daughter—something that she never received from her
own mother. This led her to an important awareness of the
nature of this relationship and how letting go of her daughter
would mean that she was letting go of the hope of ever being
mothered again.
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EVALUATING RESULTS

There are usually three types of change that help one evaluate the
effectiveness of grief therapy. These are changes in subjective experi-
ence, behavior, and symptom relief.

Subjective Experience

People who complete a course of grief therapy report that they are
different. They talk of increased feelings of self-esteem and less guilt.
They make comments like “The pain, which has been tearing me to
pieces, is now gone,” “T feel like this time I have really buried my
mother,” and “T can speak of my father without getting choked up
with watery eyes.”

Another subjective experience that patients report is an increase
in positive feelings about the deceased. They are able to think about
the deceased and relate their positive feelings to positive experiences
(Lazare, 1979). One woman who had great difficulty grieving the loss
of her mother said at the end of treatment, “Now I just miss her. Be-
fore, it was anguish. I think mother would be happy with my prog-
ress. Her death revived a lot of childhood feelings of frustration and
helplessness. I'm not that angry anymore. There are some days when
I don't even think of mother, and that surprises me.”

Behavioral Changes

Without suggestions from the therapist, many patients experience ob-
servable behavioral changes. Searching behavior stops, they begin to
socialize again, or they begin to form new relationships. Patients who
have previously avoided religious activities begin to return to them.
People who have avoided visiting the gravesite now visit without it
being suggested. One woman who had never changed her dead son’s
room came to the last session of grief therapy and said, “I'm going to
dismantle my son’s room and store his things in the basement. I don't
think it will dishonor his memory to do this and to make a den out of
his bedroom.” I had never suggested this to her, but these kinds of
behavioral changes are very common in somebody who has passed
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through a grief therapy sequence to the other side. A widow came on
her own to the point where she removed her wedding ring, saying,
“I'm not a married woman anymore.” In still another case a woman
who previously would not fly the flag that draped her son’s casket
began to fly it on appropriate holidays.

Symptom Relief

There are also measurable signs of symptom relief that occur when
somebody has completed a sequence of grief therapy. Patients re-
port fewer body aches and abatement of the symptom that originally
brought them in for treatment. One patient exhibited gagging symp-
toms, which were giving her great difficulty. They turned out to be
very similar to the symptoms that her father exhibited during the last
2 days of his life and that she had observed as a 5-year-old. These
symptoms abated naturally after she had completed the grief therapy
sequence and had taken care of the unfinished business with her
dead father.

There are a number of clinical instruments that can be used with
patients to help them make a more formal assessment of where they
are in their grieving symptoms. In addition to using ratings like SUDS
to measure relative distress, therapists can use the Beck Depression
Inventory or the CES-D Depression measure to assess depression.
The SCL-90 measures depression, anxiety, and general well-being.
Grief can be assessed through scales like TRIG (Texas Revised Inven-
tory of Grief); the Hogan Grief Inventory; and, of course, the latest
version of the Inventory of Complicated Grief.

The point I would like to make here is that grief therapy works.
Unlike some other psychotherapies, where the therapist may not be
certain about its effectiveness, grief therapy can be very effective. The
subjective experiences and observable behavioral changes lend cre-
dence to the value of such targeted therapeutic intervention.
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Grieving Special Types
of Losses

There are certain modes and circumstances of death that require
additional understanding and intervention modifications that go be-
yond the procedures described in the previous chapters. Losses from
suicide, sudden death, sudden infant death, miscarriage and stillbirth,
abortion, anticipated death, and AIDS can all create distinct prob-
lems for the survivors. The counselor should be aware of the special
features and problems inherent in these situations and what they sug-
gest with regard to counseling interventions.

SUICIDE

Nearly 750,000 people a year are left to grieve the completed suicide
of a family member or loved one, and they are left not only with a
sense of loss, but with a legacy of shame, fear, rejection, anger, and
guilt. Edwin Shneidman, considered to be the father of the suicide
prevention movement in the United States, has said:

I believe that the person who commits suicide puts his psychological
skeletons in the survivor’s emotional closet—he sentences the survivors
to deal with many negative feelings, and, more, to become obsessed
with thoughts regarding their own actual or possible role in having
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precipitated the suicidal act or having failed to abort it. It can be a heavy
load. (Cain, 1972, p. x)

Richard McGee, who directed a large suicide prevention center in
Florida, believes that “suicide is the most difficult bereavement crisis
for any family to face and resolve in an effective manner” (Cain, 1972,
p- 11). My own clinical experience with survivors of those who die by
suicide confirms these observations. The person doing grief counsel-
ing must recognize in what ways this experience is unique in order to
tailor intervention for maximum effectiveness. There is some evidence
that the grief in suicide bereavement may be more intense and last
longer than grief from other types of losses (Farberow, Gallagher-
Thompson, Gilewski, & Thompson, 1992). There are others who argue
that it is not different (Cleiren & Diekstra, 1995). Still others argue
that suicide bereavement is a combination of grief and post-traumatic
stress (Callahan, 2000). Despite these differences, there is general
agreement that the three main themes found in suicide bereavement
are generally not found in other kinds of death losses: Why did they
do it? Why didn’t I prevent it? How could he or she do this to me?
(Jordan, 2001).

Of all the specific feelings the survivors of those who die by
suicide experience, one of the predominant feelings is shame. In our
society there is still a stigma associated with suicide (Houck, 2007).
The survivors are the ones who have to suffer the shame after a family
member takes his or her own life, and their sense of shame can be in-
fluenced by the reactions of others. “No one will talk to me,” said one
woman whose son killed himself. “They act as it it never happened.”
This added emotional pressure not only affects the survivor’s interac-
tions with society but can also dramatically alter relationships within
the family unit (Kaslow & Aronson, 2004). It is not unusual for family
members to acknowledge who knows and who does not know the facts
surrounding the death and, almost with tacit agreement, adjust their
behavior toward others based on this knowledge.

There is also a stigma for the victim of a suicide attempt that fails
(Cvinar, 2005). One woman jumped from a 155-foot bridge and sur-
vived, something rarely done from such a height. But after her jump
she experienced such a negative reaction from the people around
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her and was so filled with shame that she repeated the attempt. She
jumped again from the same bridge and this time died.

Guilt is another common feeling among survivors of suicide vic-
tims. They often take responsibility for the action of the deceased and
have a gnawing feeling that there was something they should or could
have done to prevent the death. This feeling of guilt is particularly dif-
ficult when the suicide happened in the context of some interpersonal
conflict between the deceased and the survivor.

We saw in chapter 1 that guilt is a normal feeling after any type
of death, but in the case of death by suicide they can be seriously
exacerbated. Survivors of suicide victims experience guilt more
often than do those who survive those who have died from other
causes (McIntosh & Kelly, 1992). Because of the intensity of the
guilt, people may feel the need to be punished, and they may inter-
act with society in such a way that society, in turn, punishes them.
Children who turn to delinquency or who become involved in exces-
sive use of drugs or alcohol are often examples of this self-punishing
behavior. Whether or not survivors are successful in their need to be
punished, the changes in their behavior patterns are significant and
observable.

Sometimes survivors with this need go to extremes to get the
punishment they think they deserve. I saw one woman in therapy
who punished herself by eating excessively until she weighed more
than 300 pounds. But, as if that were not enough, she then went
through stages in which she would take a hammer and break her
own bones. In time they would heal and then she would smash them
again. Her particular problem arose after the suicidal death of her
younger brother. She felt some of the normal responsibility for this,
but her burden was increased when her grandparents told her out-
right that she was responsible for his death. She was young, and her
inability to reality test the guilt led her to a long and bizarre sequence
of self-destructive behavior.

Guilt can sometimes be manifested as blame. Some people han-
dle their own sense of culpability by projecting their guilt onto others
and blaming them for the death. Finding someone to blame can be an
attempt to affirm control and to find a sense of meaning in a difficult-
to-understand situation.
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People who survive those who die by suicide usually experience
intense feelings of anger. They perceive the death as a rejection; when
they ask, “Why, why, why?” they usually mean, “Why did he do this
to me?” The intensity of their rage often makes them feel guilty. A
middle-aged woman whose husband killed himself paced through her
house for nearly 6 months shouting, “Damn it, if you hadn’t killed
yourself, T would kill you for what youre putting me through.” She
needed to get the rage out of her system, and in a 2-year follow-up, she
seemed to be doing very well.

A correlate of this anger is low self-esteem. Erich Lindemann and
Ina May Greer (1953) emphasized this when they said, “To be bereft
by self-imposed death is to be rejected” (p. 10). Survivors often specu-
late that the deceased did not think enough of them or they would
not have committed suicide. This “rejection” can be an indictment of
the survivor’s self-worth, leading to low self-esteem and intense grief
reactions (Reed, 1993). In such cases, counseling can be especially
helpful.

Fear is a common response after a suicide. Farberow and col-
leagues (1992) found higher levels of anxiety among survivors of those
who die by suicide than among survivors of those who died natural
deaths. A common primary fear among survivors is their own self-
destructive impulses. Many seem to carry with them a sense of fate or
doom. This is especially true of sons of suicide victims:

Characteristically they find life lacking a certain zing. They tend to feel
more rootless than most, even in a notoriously rootless society. They are
squeamishly incurious about the past, numbly certain about the future,
to this grisly extent they suspect that they too will probably kill them-
selves. (Cain, 1972, p. 7)

I once followed a group of young men whose fathers killed them-
selves when the young men were in early adolescence. Each of these
young men, followed into their 20s and 30s, believed that suicide
would be his own fate. It is not unusual for the survivors of those who
take their own lives to develop this preoccupation with suicide. But
while some scare themselves with this, others cope by working as vol-
unteers for suicide prevention groups such as the Samaritans.
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In cases where there have been several suicides in one family, there
may be anxiety concerning genetic transmission of the tendency. One
young woman came for counseling prior to her marriage because of
this fear. Two of her siblings had killed themselves, and she wondered
it her offspring would have a tendency toward suicide or if she would
fail as a parent, as she felt her parents had failed her brothers.

Distorted thinking is another feature found among survivors of
suicide victims. Very often survivors, especially children, need to see
the victim’s behavior not as a suicide but as an accidental death. What
develops is a type of distorted communication in families. The family
creates a myth about what really happened to the victim, and anyone
who challenges this myth by calling the death by its real name reaps
the anger of the others, who need to see it as an accidental death or
some other type of more natural phenomenon. This kind of distorted
thinking may prove helpful on a short-term basis, but it is definitely
not productive in the long run.

It is important to keep in mind that suicide victims often come from
families in which there are ditficult social problems such as alcoholism
or child abuse. Within this context ambivalent feelings may already exist
between family members, and the suicide only serves to exacerbate
these feelings and problems. In order to maximize the effectiveness of
grief counseling, the counselor must take into consideration the social
and family difficulties that may exist as correlates to the suicide itself.

The issue of assisted suicide is under discussion more now than
when I wrote the earlier editions of this book (Pearlman et al., 2005).
Preliminary research has indicated that being involved in an assisted
death can actually lead to positive outcomes for the survivor. How-
ever, if a person was not a part of the planning or enacting of an as-
sisted death, then he or she may have reactions more similar to the
typical survivor of someone who died by suicide (Werth, 1999). More
research is obviously needed here.

COUNSELING SURVIVORS OF SUICIDE VICTIMS

When one is counseling survivors following a suicidal death, it is im-
portant to remember that death by suicide is one of those socially
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unspeakable losses mentioned earlier (Lazare, 1979). Both the survi-
vors and others are hesitant to talk about such a death. A counselor or
therapist can move in and help fill the gap caused by this loss of com-
munication with others. Intervention with such survivors can include
the following:

Reality Test the Guilt and Blame

This procedure, described in chapter 4, may take more time in the
case of survivors of suicide victims. Again, much of the guilt may
be unrealistic and will yield itself to reality testing, giving the per-
son some sense of relief. One young woman who felt guilt over her
brother’s death was helped when she read a letter she had sent to
him shortly before his suicide. The letter was among his effects, and
it helped her see that she had reached out to him. There are some
instances, however, in which the person really is culpable, and the
counselor is challenged to help the person deal with these valid feel-
ings of guilt. When blame is the predominant feature, the coun-
selor can also promote reality testing. If the blame takes the form
of scapegoating, family meetings can be an effective way to resolve
this. A few survivors feel guilty because of their sense of relief. A
long history of chronic problems with the deceased that included
aberrant behavior and previous suicide attempts is now over because
of the death (Hawton & Simkin, 2003).

Correct Denial and Distortions

Survivors need to face the reality of the suicide in order to be able to
work through it. Using tough words with them such as “killed him-
self” or “hanged himself” can facilitate this. People who witnessed the
suicide are sometimes plagued by intrusive images of the scene and
show this and other signs of PTSD (Callahan, 2000). For people who
were not present, the imagined scene can sometimes be worse than
the actual one. Exploring graphic images can be difficult, but discuss-
ing them can help with reality testing. These images usually fade with
time, but if not, special intervention may be required.

Another task is correcting distortions and redefining the image of
the deceased, bringing it closer to reality. Many survivors tend to see
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the victim as either all good or all bad, an illusion that needs to be
challenged. I worked with one young woman whose father committed
suicide. During her therapy it was important for her to redefine his
image from that of a “superdad” to that of a superdad who suffered
from deep clinical depression, saw no way out, and in desperation took
his own life.

Explore Fantasies of the Future

Use reality testing to explore the fantasies survivors have as to how
the death will affect them in the future. If there is a reality involved,
explore ways to cope with that reality by addressing questions the sur-
vivor may have, such as “When I have children, how can I tell them
that their uncle killed himself?”

Work With Anger

Working with the anger and rage such a death can engender allows
for its expression while reinforcing personal controls the survivor has
over these feelings. A woman whose husband killed himself said at
the final counseling session, “I've gotten through the hard part. It is
a relief to be angry and you've given me permission to do this. There
is still grief, but I feel it’s okay.”

Reality Test the Sense of Abandonment

Feeling abandoned is perhaps one of the most devastating results of
a suicide. People who lose loved ones through a natural death feel
abandoned, even though the death was neither desired nor caused by
the deceased. However, in the case of death by choice, the sense of
abandonment is extreme. There may be some reality in this feeling,
but the level of reality can be assessed through counseling.

Help Them in Their Quest to Find
Meaning in the Death

The existential quest for meaning is activated with any bereavement
and is related to task III. Survivors of those who take their own lives
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are confronted additionally by a death that is sudden, unexpected,
and sometimes violent (Range & Calhoun, 1990). There is a need to
search for an answer to why the loved one has taken his or her life
and, in particular, to determine the state of mind of the deceased
before the death. Survivors frequently feel obliged to explain the sui-
cide to others when such an explanation is typically beyond their own
understanding (Moore & Freeman, 1995). In one study, Clark and
Goldney (1995) found that soon after the loss many survivors could
see no meaning in the tragedy. For some this changed over time, lead-
ing them to a sense of healing and the ability to make positive changes
in their lives. Others remained devastated and bitter. Some found the
medical model of mental illness and suicide helpful, particularly the
neurotransmitter theory of depression. Making sense of suicide is a
complex process and is not linear (Begley & Quayle, 2007).
Here are some additional intervention suggestions:

1. Contact the person or family right away, before distortions set
in. Family myths begin early. Use the phrase “died by suicide”
rather than “committed suicide,” which connotes a more crim-
inalized stigma (Parrish & Tunkle, 2003).

2. Watch for acting-out potential in counseling. The clients may
try to get the counselor to reject them in order to fulfill their
own negative self-image. Survivors should also be monitored
for their suicide risk and risk for other psychiatric problems.
Jordan and McMenamy (2004), quoting Shneidman, remind
us that “postvention is prevention.”

3. Many survivors of those who die by suicide feel that no one
can understand them unless they have undergone a similar loss
experience (Wagner & Calhoun, 1991). If there are a sufficient
number of people grieving this type of loss, consider starting a
group for survivors of suicide victims in your community. There
is value in sharing with others who have experienced a similar
loss. If you are doing a general bereavement group and have
one survivor of a suicide victim in the group, try to include an-
other to avoid the conclusion “Nobody in here can understand
my loss.” Mitchell, Gale, Garand, and Wesner (2003) used a
narrative approach in an 8-week suicide bereavement support
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group with good results. The focus was on closure around the
death independent of the suicide itself.

4. Counseling should involve the family and the larger social sys-
tem, if possible (Jordan, 2001). However, don't assume that all
families will fall apart. Some families grow closer through this
type of crisis (McNiel, Hatcher, & Reubin, 1988). See Kaslow
and Aronson (2004) for intervention suggestions with suicidal
families.

Although there are many common experiences that survivors of
suicide victims go through, the counselor must constantly remind him-
or herself that the experience of grief is multidetermined, and the
mediators of mourning described in chapter 3 can account for striking
individual differences.

SUDDEN DEATH

Sudden deaths are those that occur without warning and require spe-
cial understanding and intervention. Although suicidal deaths fall into
this category, there are other types of sudden deaths, such as acciden-
tal deaths, heart attacks, and homicides, that need to be discussed.
Several studies have followed people for a number of months subse-
quent to such a loss to assess the resolution of bereavement. In most
of these studies, the conclusions are similar—sudden deaths are often
more difficult to grieve than other deaths in which there is some prior
warning that death is imminent (Parkes, 1975). Over the past decade
we have seen an increase in sudden deaths, especially violent deaths.
Terrorist activities, school shootings, drive-by shootings, earthquakes,
and airplane disasters all attest to this.

There are certain special features that should be considered in
work with the survivors of those who die a sudden death. A sudden
death usually leaves survivors with a sense of unreality about the loss.
Whenever the phone rings and one learns that a loved one has died un-
expectedly, it creates a sense of unreality, which may last a long time.
It is not unusual for the survivor to feel numb and to walk around in a
daze following such a loss. It is common for the survivor to experience
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nightmares and intrusive images after a sudden loss, even though they
were not present at the time of the death. Appropriate counseling
intervention can help the survivor deal with this manifestation of sud-
den death, reality test the event, and deal with the intrusive images
from the trauma.

A second feature that is often found in cases of sudden death has
to do with the exacerbation of feelings of guilt. Feelings of guilt are
common following any type of death. However, in the case of a sud-
den death, there is often a strong sense of guilt expressed in “if only”
statements such as “If only I hadn’t let them go to the party,” or “If
only I had been with him.” One of the main issues of counseling in-
tervention is to focus on this sense of culpability and help the survivor
reality test the issues of responsibility. A common phenomenon found
in children after a sudden death is that of guilt associated with the
fulfillment of a hostile wish. It is not uncommon for children to wish
that their parents were dead or that their siblings were dead, and the
sudden death of that person or people toward whom the hostile wish
was directed can leave the child with a very difficult load of guilt
(Worden, 1996).

Related to the guilt is the need to blame, and in the case of a
sudden death, the need to blame someone for what happened can be
extremely strong. Because of this, it is not unusual for someone within
the family to become the scapegoat and, unfortunately, children often
become easy targets for such reactions.

A fourth feature of sudden death is the frequent involvement of
medical and legal authorities, especially in cases of accidents or homi-
cide. For those whose loved one was the victim of homicide, getting on
with the tasks of mourning is difficult, if not impossible, until the legal
aspects of the case are resolved. For one family whose young adult
daughter was murdered, the legal process went on for 6 years after
the death, with no end in sight. Her father said, “Usually, when you
have a death in the family, you have the death, you have the mourn-
ing, and slowly but surely you get on with your lives. But as long as this
goes on, there is no end to the mourning, no time to put what hap-
pened behind” (Kerr, 1989). Some feel they have been victimized yet
again by the systems that should be assisting them. These cases may
need to be investigated, and because there is often some strong hint
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of culpability, this may lead to an inquest and to a trial. As everyone
knows, the judicial system moves slowly, and these procedures often
take a long time to reach completion. The delays can serve one of two
functions. They can delay the grieving process; that is, people who are
grieving may be so distracted by the details of the trial that they are
kept from dealing with their own grief on a firsthand basis. However,
there are times when these legal interruptions can play a positive role.
When there is some adjudication of a case and the case is closed, this
can help people move forward with their grieving,

A fifth special feature of sudden death is the sense of helplessness
that it elicits on the part of the survivor. This type of death is an as-
sault on our sense of power and on our sense of orderliness. Often this
helplessness is linked with an incredible sense of rage, and it is not
unusual for the survivor to want to vent his or her anger at someone.
Occasionally, hospital personnel become the targets of violence or the
survivor expresses a wish to kill certain people for having been in-
volved in the death of a loved one. It is not uncommon to hear litigious
accusations coming from survivors of those who die a sudden death.
This expression of their rage may help counter the feelings of helpless-
ness they are experiencing. The counselor should also be aware that
the desire for retribution may be a defense against both the reality
and the pain of the death (Rynearson, 1994).

A survivor can also exhibit manifest agitation. The stress of sud-
den death can trigger a flight-or-fight response in a person and lead
to a very agitated depression. A sudden increase in levels of adrenalin
usually is associated with this agitation.

Unfinished business is another special concern of survivors of those
who die a sudden death. The death leaves them with many regrets for
things they did not say and things they never got around to doing with
the deceased. Counseling intervention can help the survivor to focus
on this unfinished business and find some way to closure.

A final special feature of sudden death is an increased need to
understand. In chapter 2 we discussed how in any death people are
interested in why it happened. Meaning making is a large part of
mourning task IIL In the case of sudden death, there seems to be an
especially strong need to find meaning. This search for meaning can
be related to the need for mastery when a death has been traumatic.
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Along with this, of course, is the need not only to determine the cause
but to assign blame. At this point, some people find that God is the
only available target for their recriminations, and it is not uncommon
to hear people say, “T hate God,” when they are trying to put together
the pieces following the death.

Now let’s look at some interventions that can be helpful to people
after a sudden death. Intervention in these cases really becomes crisis
intervention, and the principles of crisis intervention are appropriate
here. It is of historical interest that the writing on crisis intervention
actually began after Lindemann’s (1944) publication of his work on
the survivors of the Coconut Grove fire when he worked with a be-
reaved population.

Some counselors will be at the scene of the crisis. In many cases
this will be the hospital. Help should be firmly offered. People in a
state of numbness cannot always ask for help. Asking, “Do you need
any help?” may get a negative reply. It is more productive for the in-
tervener to say to the family, “T see people who have experienced this
type of loss, and I'm here to talk and work with you. We need to call”
family members, funeral homes, and so forth. Lending ego strength in
the short haul can be useful, but reinforcing self-efficacy to minimize
regression as soon as possible is the most salient intervention.

Help the survivors actualize the loss. There are several ways that
this can be done. One is giving them a choice to see the body of the
deceased to facilitate grief and actualization. I have found this to be a
salutary experience on many occasions and advocate allowing people
to see the body tastefully displayed, even in the case of death by auto-
mobile or other violent accidents. If the body is mutilated, the family
should be informed of this before seeing the deceased. Being able to
see the body, or part of the body, can help bring home the reality of
the loss, which is mourning task I. T have spoken to people who didn't
see the body after an accidental death and years later tell me that
they wish they had. Another way to help actualize the loss is to keep
them focused on the death (the loss), not on the circumstances of the
accident or the blame.

Another intervention that the counselor can use to help the person
come to the reality of the loss is to use the word “dead,” for example,
“Jenny is dead. Whom do you want to notify about her death?” Using



Chapter 7 Grieving Special Types of Losses 191

this word helps bring home the reality of death as well as giving as-
sistance with regard to arrangements that need to be made.

The counselor should be familiar with the hospital and ensure the
physical comfort of the family members, enabling them to be with
each other, if at all possible, in a place away from the hustle and bustle
of the emergency care service. Everything should be done to make
them physically comfortable.

As a caregiver, be careful not to handle your own sense of help-
lessness through the dispensation of platitudes. Occasionally we hear
comments at the hospital that are meant to be helpful, like “You've
still got your husband” or “You've still got your kids.” Most survivors
report that these comments are not comforting. For the caregiver to
say, “It’s going to be all right,” is really to hold out false promise. How-
ever, for the caregiver to say, “You will survive this,” is not a platitude
but a matter of truth, and occasionally this comment can bring some
comfort to a person in this type of crisis.

Finally, offer follow-up care, either from yourself or community or
religious resources. For example, there are specialized support groups
for the families and friends of those who have died by violence spon-
sored by Parents of Murdered Children (888-818-POMC). Be aware
of these kinds of resources and make referrals to these specialized
groups as part of the ongoing care for people whose family members
or friends have died a sudden death.

In any discussion of sudden death, one should consider the issue
of trauma. Certain deaths such as homicide can evoke trauma re-
sponses as well as grief responses. The central features of trauma are
intrusive images; avoidant thinking; and hyperarousal, such as hear-
ing a car backfire and thinking that it is a gunshot. Current wisdom
suggests that post-traumatic stress symptoms should be clinically
addressed before the grief work can be done (Parkes, 1993; Rando,
1993). Rynearson, who has pioneered research on bereavement after
homicide, and McCreery (1993) state:

Disintegratory effects of traumatic imagery and avoidance on cognition,
affect, and behavior impair the more introspective and reflective de-
mands of acknowledging and adjusting to the loss. While acknowledg-
ment of the loss is a fundamental theme in therapy . . . the initial goal



192 Grief Counseling and Grief Therapy

of treatment includes moderation of the intrusive/avoidance response.

(p. 260)

There are specific interventions aimed at those diagnosed with
PTSD such as EMDR (Solomon & Rando, 2007). However, the initial
treatment strategy must be supportive and focused on the reestab-
lishment of resiliency, since most of these survivors are overwhelmed
and reactive, rather than focusing the grief on mediators of mourning
such as an ambivalent relationship and guilt.

SUDDEN INFANT DEATH SYNDROME (SIDS)

One type of sudden death that should be considered separately is
sudden infant death. Seven to ten thousand babies die this way each
year in the United States alone. SIDS occurs in infants less than
1 year of age, and most frequently among infants (often boys) ages 2
to 6 months. The causes of this phenomenon are not fully known, and
the pathogenesis of SIDS has not been firmly established, although
pediatric guidelines for parents to help prevent SIDS have been pub-
lished (Task Force on Sudden Infant Death Syndrome, 2005). Parents
who lose children to SIDS often think that the baby died of suffoca-
tion or choking or that the baby had some previously unsuspected
illness.

There are several factors that complicate grieving this type of loss.
First, the death occurs without warning in babies that appear healthy.
Since it comes as a surprise, there is no opportunity to prepare for
the loss, as there is in the case of infants and children who die of a
progressive disease. Second, there is the absence of a definite cause,
which gives rise to considerable guilt and blame. Family members and
friends are always wondering, “Why did the baby die?” The absence of
definitive information often creates suspicion that there was some type
of neglect on the part of the parents. This lack of cause may also trigger
a relentless search by the parents for the reason for the death. Adding
to the guilt of some parents is interest in the possibility of maternal pre-
natal substance use as a factor in SIDS (Gaines & Kandall, 1992).

A third difficulty comes from the involvement of the legal system.
As mentioned earlier, in the case of a sudden death, there is need for
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an investigation; very often the police investigate cases of SIDS. Many
parents who have gone through this experience report that they had
to endure insensitive interrogation and, in a few cases, even incarcera-
tion. With the increasing awareness of child abuse and child neglect,
parents whose children have died of SIDS are now open to suspicion
and legal investigation, which only adds to the stress of an already
stressful situation.

Another issue is the impact of a SIDS death on siblings. It is not
unusual for older siblings to resent the arrival of a new baby into the
household, and when the baby dies they can experience guilt and re-
morse. One study of siblings found high levels of depression, aggres-
sion, and social withdrawal in siblings 4-11 years of age 2 years after
the SIDS death (Hutton & Bradley, 1994).

The potential for partners suffering such a loss to break up is high.
Tensions build up after the death, and couples may not have sexual
relations because of the fear of pregnancy and a repeat of the experi-
ence. The wife may feel that her husband does not care enough about
the death because he does not cry when she does. But what some
wives do not realize is that the husband often does not cry because
he does not want to upset her or he may be uncomfortable crying.
Nevertheless, this type of misconception can place great strain on
a relationship and is a good example of the communication break-
down that can occur between parents under such pressure. Not only
is there sadness, but there is also much anger. One father whose child
died of SIDS at 2 months of age said to me, “I let him into my life for
2 months and he left me.” At first he felt guilty about these feelings,
but through counseling, he was helped to understand that they were
normal.

There are certain things we can do to help people better manage
this type of loss. The first has to do with how the parents are treated
in the hospital. Generally, after this type of death, the infant is rushed
to the hospital, where death is pronounced. How this information is
passed on to the parents is important in terms of helping them to
adjust to the loss. At the hospital, a sensitive intervention on the part
of the hospital staff is to allow the parents the option of spending
time with the dead baby. This can be extremely important because
often the parents want to be near their child, to hold their child, or
to talk to their dead child. There is a difference of opinion among
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hospital personnel as to the value of this. But in my opinion, it is very
important to let the parents have this option. A number of parents
who have spent time with their dead babies have later reported that
this helped them get through this very difficult experience. Second,
the importance of autopsy permission in this type of death cannot
be overemphasized. It provides the parents with some reality as to
what really did or did not happen. Morgan and Goering (1978), writ-
ing on this subject, have suggested that “postmortem examination” is
a more acceptable term to the layperson than “autopsy.” Permission
for autopsy is sometimes denied in cases where the parent feels some
guilt about the loss. However, the person asking permission can men-
tion a number of important reasons for doing the autopsy: it is the last
chance to learn all the facts about the illness and cause of death; it is
easier to accept death when we know that it was inevitable; knowledge
of the exact cause of death is often necessary for settling insurance or
legal matters. If the person requesting the autopsy is convinced of its
importance, he or she is much more likely to obtain permission. Fam-
ily members should not be bullied into giving permission but should
be tactfully encouraged to do so.

It is very important for the physician to provide information to
the family about sudden infant death syndrome. It is also important
to give parents some information about the grief process so that they
do not feel like they are going crazy or that their grief will never end.
And the therapist should not overlook the siblings and their thoughts
and feelings about the loss. This can be done within the context of
family therapy as well as through the monitoring of their behavior
following the death. Often trouble sleeping or problems in school will
arise for these children.

Finally, parents can be counseled about subsequent pregnancies.
Very often they are afraid of having another child because of the pos-
sibility of SIDS. Counselors should also be aware of the high probabil-
ity for denial in this type of death due to the circumstances, the age of
the child, and the suddenness of the death. Many parents feel a need
to keep the room intact, to draw daily baths, and to keep on with the
routine for a long time until they gradually come to the adaptation to
grief task I, the awareness that the child is gone and is never coming

back.
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Counseling should take place over time because it is very difficult
for the parents to absorb all the information at once. I think that an
important part of counseling is encouraging patients to talk to other
couples or families who have experienced similar trauma. Support
groups are available for these parents. Such sharing helps them de-
velop a growing awareness that it was not their fault that their baby
died, that there was nothing more they could do. One comment often
heard from parents whose infant died during the night is “I wish that
I had been awake when she died.” Referring parents to a local chapter
of the national SIDS organization so they can share these feelings
with others can be very helpful. The National SIDS and Infant Death
Program Support Center operates a toll-free information service at
800-930-7437. They provide information about SIDS and can assist in
the organization of local parent support groups.

MISCARRIAGES

Statistics for how many pregnancies end in a miscarriage vary, but a
close estimate is about one-fifth to one-third. Parents who have expe-
rienced miscarriage may or may not receive support from family and
friends. A miscarriage is often treated as a socially negated loss. Often
the pregnancy is not common knowledge and the woman may be em-
barrassed to mention that she has lost a baby. She may experience a
sense of isolation in a culture that emphasizes motherhood, which can
make her grief more difficult to resolve (Frost & Condon, 1996). This
and other common experiences that people go through make grieving
more difficult.

Generally, when a woman has a miscarriage, everyone’s first con-
cern is for her health. It is only later that people begin to come to the
full recognition of what has been lost. There are a number of con-
cerns that come to the fore at such a time. For a woman who mis-
carries at her first pregnancy, there is her concern as to whether she
will ever be able to have children. Physicians are usually fairly good
at handling this concern, but the doctor’s posture basically is one of
focusing on statistics and probability levels of someone of her age and
physical condition having a future successful pregnancy. Although
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this information can be helpful to the woman, it is also important
that the doctor recognize that she has sustained a significant loss and
not try to mask or minimize this loss by focusing on the possibility of
future pregnancies. Future pregnancies are certainly a concern of the
woman, but many physicians, in their discomfort over a miscarriage,
may deal with this by focusing on this issue alone.

Self-blame is another major issue among woman who have expe-
rienced a miscarriage. The woman generally needs to blame someone
and often the first focus of her recrimination is inward in self-directed
anger. Was it caused by jogging, dancing, or some other physical activ-
ity? Women today may delay a first pregnancy, choosing instead to con-
centrate on career goals, and saving childbearing for later, when their
careers are established. Losing a pregnancy under these circumstances
can add to the degree of self-blame and the impact of the loss. Women
also focus some of their blame on their husbands. “If only my husband
hadn’t been so eager for sexual relations, this wouldn't have happened,”
said one patient shortly after she miscarried. The man is often the target
of the wife’s anger. This happens because the woman blames him for
not having the same feelings that she has, or at least she perceives that
they are not the same. Generally, in the circumstances surrounding a
miscarriage, the husband feels powerless and his need to act strong and
to be supportive may be misinterpreted by the woman as not caring.

Out of this sense of helplessness, many husbands find an ally in
the physician, who may be male and who focuses on the fact that the
couple can conceive and have another child soon. Although this may
make him feel less helpless and may be realistic in the situation, it may
not be what the woman wants to hear at that particular time. Here, as
in other losses, it is very important that people be able to talk openly
and honestly about their feelings.

Studies show that both men and women grieve in the case of a
miscarriage. In general, the longer the pregnancy, the more intense
is the grief, especially for the father. Attachment is also an important
mediator of grief with this type of loss (Robinson, Baker, & Nackerud,
1999). The grief of both men and women usually focuses on the lost
dream of a wished-for future. The woman is usually more bonded to
the fetus, but ultrasound imaging can initiate bonding for both men
and women (Beutel, Deckardt, von Rad, & Weiner, 1995).
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Because a miscarriage involves the loss of a person, it is important
that grief work be done. There is mixed opinion as to whether or not
the parents should see the fetus as part of the grieving process. I have
spoken to several parents who have asked to see the fetus, and they
have said that this was helpful. It helped them focus on the reality of
the loss, enabling them to move forward and deal with their feelings
about such a loss. “It helped me see this experience as a death,” one
woman said after she asked the physician to let her see her unborn
baby. She was then able to say goodbye to the child, and she later told
me that it helped her through her mourning,

As in other losses, there is an important need to be able to talk
about the loss, but in the case of miscarriages, as in the case of abor-
tions, friends and family members are often unaware of the pregnancy
or uncomfortable talking about such an experience. Their discomfort
does nothing to help the parents in the resolution of their grief.

If there are other children in the family, the problem of how to tell
them about the death may arise. Generally, it is important to tell the
older children about the experience and to allow them to talk about
their thoughts and feelings regarding the loss and to help them to
grieve for a lost sibling.

There are few established rituals for a miscarriage to help make
the loss more tangible and facilitate the expression of grief. There are
some things that the counselor can encourage, such as naming the
fetus, having a memorial service in which a candle is lit or a tree is
planted, and finding ways to put the hopes and dreams for the infant
into words, such as writing a poem or letter to the baby (Brier, 1999).

STILLBIRTHS

For the most part, what is true for a miscarriage also pertains to still-
births. If there is one thing that sums up the approach the health care
professional should take to a husband and wife undergoing this kind
of experience, it is recognizing that the parents have sustained a real
loss, a death. Do not try to minimize the loss with an upbeat focus
on the future and the possibility of other pregnancies and other chil-
dren. Although it is not unusual for some couples to want to initiate
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a pregnancy immediately after experiencing a stillbirth, it is best to
counsel them regarding acting with haste. It is often best to wait
awhile until grieving is done for the child who was lost.

It is important to work with both partners involved in the loss.
Fathers need to grieve too, and they do grieve, despite occasional com-
ments to the contrary. Some men cry when they drive a car alone. Oth-
ers visit the grave alone. Even though the role of the father in society is
changing to be more nurturing and emotionally free, there is still pres-
sure put on men to be strong and show less emotion in times of crisis
(O'Neill, 1998). Studies show that the best adaptation to this type of
loss comes when both parents have similar coping styles and more open
communication (Feely & Gottlieb, 1988-1989). Work with the parents
concerning their feelings about the loss, especially feelings of fear and
guilt. Fears of special importance are the fear of future pregnancy, the
fear of the impact of the loss on the marriage, and the fear of being a
failure as a parent. Guilt can lead to blame or self-blame. Explore these
tendencies and their resulting impact on self-esteem.

Look with the parents at their fantasies about the child they have
lost. This includes looking at the meaning of the pregnancy. For ex-
ample, was it planned and wanted by both partners, or was there am-
bivalence surrounding the pregnancy? Was it the result of infertility
therapy, or a pregnancy late in their marriage? If the infant was de-
formed, the parents have two losses to grieve: the child they thought
they had, and the child they actually lost.

Help families make the loss real by encouraging them to share
decisions about disposition of the body, to name the baby, and to par-
ticipate in rituals such as a funeral or memorial service. A meaningful
collection of articles related to the baby, such as pictures of the baby,
the birth certificate, a footprint, a lock of hair, a nursery bracelet,
and cards received from friends can help make the loss real. Use the
autopsy report to reality test the cause of death and to provide an op-
portunity for questions to be addressed.

Meaning making is an important task for mourning (see task III),
and it is especially important after the death of a baby at birth. “Why
did this happen?” is a universal cry of bereaved parents. Counselors
can help bereaved parents struggle to find an answer, including the
possibility that there may not be an answer.
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Don't overlook the siblings. Perinatal death can be an invisible loss
for the children at home. Not seeing the lost infant makes the death
less real, a reality that is diminished even further if the loss is not ac-
knowledged by the parents. A child’s understanding of the loss will, of
course, be influenced by his or her cognitive and emotional develop-
ment. An inadequate understanding of the loss, coupled with magical
thinking, can lead to a belief of personal culpability for the loss or lead
the child to blame the loss on the lethality of the parents. The latter
can increase the child’s anxiety and personal vulnerability, resulting
in a concern for his or her own safety and well-being. Supporting their
other children can be difficult for parents when they are at their low-
est. A 4-year-old boy whose brother was born dead said to his mother,
“Don’t be sad. I am your living boy” (Valsanen, 1998, p. 170). Recog-
nizing and acknowledging the child’s grief can be the most important
means of supporting the child. Listening to and answering questions
honestly is an important source of support (Wilson, 2001).

With this type of death, the family grieves as much for what they
might have had as for what they've lost. The family unit should include
grandparents, who also have sustained a loss. Consider referral to a
support group with parents who have shared similar losses. If there
are none in your area, you might want to help establish such a group.
Do ongoing follow-up with the couple and with family members. We
have a well-developed program at the Massachusetts General Hospi-
tal, and details about this program can be found in Reilly-Smorawski,
Armstrong, and Catlin (2002).

For those doing prenatal counseling with a woman who has had a
previous perinatal loss, Peterson (1994) offers some good counseling
advice.

ABORTION

Many people take a casual attitude regarding the experience of abor-
tion; at times this seems to border on the cavalier. When I worked at
a university health service, I counseled many women who had had
abortions, and they frequently did not recognize that the unresolved
grief from a previous abortion lay behind what was currently troubling
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them. Abortion is one of those unspeakable losses that people would
rather forget. The surface experience after an abortion is generally
one of relief; however, a woman who does not mourn the loss may
experience the grief in some subsequent loss.

The experience of Maria, a 27-year-old woman who was in a weekly
therapy group, provides an example of this type of delayed grieving.
One day she came to the group sad and upset because a friend and
coworker had just lost a baby 6 months into the pregnancy. She was
very distressed, and the group rallied to her support. At the next week’s
meeting she brought up the same issue, and the group again extended
its support. However, after she had brought up the same issue for 5 or
6 weeks, it seemed to me that she was possibly more concerned over
this loss than the mother herself. Her behavior seemed overreactive,
and my hunch was that there might be an unmourned pregnancy in
this woman’s life. When I tactfully inquired, I found that this was the
case. Several years earlier, when she was 24, Maria had become preg-
nant and had had an abortion and quickly put it out of her mind. Be-
cause of the casual relationship she had with the man, she did not
tell him, and because of her Catholic upbringing, she did not tell her
parents. She thought that the best way to cope, without any other emo-
tional support, was to forget it as quickly as possible. However, by doing
that, she robbed herself of the necessary grieving process. She was not
aware of the necessity to grieve the loss, an awareness that only sur-
faced because of her friend’s miscarriage. With help, she was able to
work through her loss as part of her experience in the therapy group.

One of the ways to handle the issue of grief around abortion is
to do more complete counseling before the abortion itself so that the
person involved can explore ambivalent feelings, discuss various op-
tions, and receive emotional support. Most women seeking abortions
tend to do so in haste and, because of the stigma and shame associ-
ated with abortion, they may make the decision without the emotional
support of friends and family.

Post-abortion counseling can be effective, but many women do not
seek it. Abortion in our society is often viewed as a socially negated
loss. To view it as a death, and thus appropriate to grieve, could bring
up profound feelings of guilt. Grief may appear years later when the
woman reaches menopause, or if she learns that she is infertile (Joy,
1985). Such grief often manifests itself as anger or guilt, which results
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in self-punishing depression. Long-term consequences of abortion
should be a part of post-abortion counseling (Broen, Moum, Bodtker,
& Ekeberg, 2004).

Speckhard and Rue (1993) offer some guidelines for post-abortion
counseling. They suggest:

When a woman admits that there might be some merit to discussing her
abortion(s) it is useful to ask her to relate how she became pregnant,
when she first sensed her pregnancy (as opposed to having it medically
verified), what her thoughts were about the developing embryo, if she
personified it and referred to it with any referents of attachment (e.g,, as
“my baby”), and how she came to decide to have the abortion. This line
of questioning typically begins to uncover the dual thought process of
attachment and denial of attachment to the fetal child. (p. 23)

Adolescents are less likely to come in for post-abortion counseling,
even though they find it more difficult to get emotional support. The
adolescent’s parents are usually angry at her because she got preg-
nant, and sometimes siblings are angry because they see their sister
as having killed her baby. She often cannot turn to her peers because
of the particular stigma attached to pregnancy at such an early age. In
one study done in the Chicago area, Horowitz (1978) found that many
of the teenagers she approached did not want to talk about their abor-
tions or about their feelings surrounding the experience.

One of the ways that grief is managed by some teenagers is through
a subsequent pregnancy. A common interpretation of a subsequent
pregnancy is that it is an unconscious acting-out behavior. However,
Horowitz (1978) found that many young women consciously got preg-
nant a second or third time as one way to handle their feelings about
the first abortion. To put the experience of abortion out of mind is
to minimize its importance, but I do not believe that it can be mini-
mized, and adequate grieving is definitely necessary.

ANTICIPATORY GRIEF

The term “anticipatory grief” refers to grieving that occurs prior to
the actual loss. It is distinguished from normal survivor grief, which
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we have been discussing up to this point. Many deaths occur with
some forewarning, and it is during this period of anticipation that the
individual begins the task of mourning and begins to experience the
various responses of grief. Problems can arise that are specific to this
situation and that may need specific types of intervention. While sud-
den death is exceedingly traumatic, prolonged grieving can produce
resentment, which then can lead to guilt.

The term “anticipatory grief” was coined some years ago by Lin-
demann (1944) to refer to the absence of overt manifestations of grief
at the actual time of death in survivors who had already experienced
the phases of normal grief and who had freed themselves from their
emotional ties with the deceased. The term was further developed by
psychiatrist Knight Aldrich in a seminal paper entitled “The Dying
Patient’s Grief” (1963).

One of the first questions that comes to mind when one thinks
about anticipatory grief is “Does it help post-death bereavement?” That
is, do people who have sustained a period of pre-death bereavement
handle their grief better and do they grieve for less time than those who
do not begin grieving before the death? There does seem to be some
evidence, particularly from the studies of Parkes (1975), that people
who had some advance warning of a pending death did better when
assessed at 13 months post-death than did people who did not have this
advance warning. However, not all studies draw the same conclusions.
Hogan, Morse, and Tason (1996) found that anticipatory grief did not
ameliorate or foreshorten the bereavement process. The evidence is not
all in. One should keep in mind that grief behavior is multidetermined,
and as outlined in chapter 3, there are many mediators of this behavior,
all contributing to its strength and to its outcome. Having some advance
warning of death, some opportunity for pre-death bereavement, is one
of these determinants. However, there are many more determinants,
and it is too simplistic to look at this one variable alone.

It is important from a clinical standpoint for the practitioner who
works with patients and families prior to an anticipated death to have
an understanding of anticipatory grief in order to be helpful to both
patients and family members (Rando, 2000).

In this type of situation, the mourning process begins early and
involves the various tasks of mourning already discussed. With regard
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to task I, there is an awareness and acceptance of the fact that the
person is going to die; hence the working through of this task be-
gins early. However, in most cases the awareness of the inevitability
of death alternates with experiences of denial that the event is really
going to happen. Of all the tasks of mourning, perhaps task I is best
facilitated by a period of anticipation, particularly when the person is
dying of some progressive illness that causes him or her to deteriorate.
Seeing the person go downhill brings the reality and inevitability of
death closer. I have, however, seen some people hold out hope and
reinforce denial when faced with extremes of visual evidence.

With regard to task II, there may be a whole variety of feelings
associated with the anticipated loss, feelings that we generally asso-
ciate with post-death bereavement. One feeling frequently observed
during this period is an increase in anxiety. In chapter 3 we looked
at separation anxiety—where it comes from and what it means. For
many people, anxiety increases and accelerates based on the length
of the period of anticipatory grief and the person’s proximity to death.
Aldrich (1963) likens this to a mother who is insecure about her child
going to school for the first time and who feels more upset about it on
Labor Day than she did on the Fourth of July.

In addition to the issue of separation anxiety, under these cir-
cumstances existential anxiety is exacerbated through an increase
in personal death awareness (Worden, 1976). As you watch someone
deteriorate during a progressive illness, you cannot help but identify
with the process, having some awareness that this too may be your
own fate. Also, watching your parents deteriorate and decline gives
rise to the awareness that you are now moving up a generational step
and will be the next one to face death in the overall order of things.

There is an interesting phenomenon that also occurs with regard
to task ITI—the task of accommodating oneself to a world from which
the deceased is missing. When there is some anticipation of death, it is
common for survivors to do “role rehearsal” in their minds, that is, to
run over the issues of “What will I do with the children?” “Where will
I live?” “How will I manage without him?” This is what Janis (1958),
in his study of surgical patients, has called “the work of worry.” He
found that those who do the work of worry prior to surgery do better
in postsurgical responses. This type of role rehearsal is normal and



204 Grief Counseling and Grief Therapy

plays an important part in overall coping. However, it can be viewed
by others as socially unacceptable behavior. People who talk in detail
about what they will do after the death may be perceived as insensi-
tive, and their comments may seem premature and in bad taste. One
of the things that the counselor can do is to help interpret this, both
to the people exhibiting such behavior and to their friends and family
members. Statements from well-meaning people such as “Oh, don't
worry, things will work out” may cut off this very important process of
the work of worry.

One of the difficulties in too long a time period of anticipatory
grief is that someone may withdraw emotionally too soon, long before
the person has died, and this can make for an awkward relationship.
Michael’s elderly mother was dying of a progressive disease. He antici-
pated her death, as did the other family members, and they had said
the necessary goodbyes and made preparations. But the mother lived
on and on, although in a seriously deteriorated stage. He came to the
session one day expressing much turmoil and guilt over the fact that
he wanted to make reservations to take his family away for a winter
vacation, something they had done every year around the same time,
yet he felt he could not go ahead and make the plans as long as she was
still living. Under these circumstances Michael very much wished that
she were dead, and he felt very guilty for having these feelings. This
is not an unusual situation, particularly if the dying person is requir-
ing much care and is in a seriously deteriorated condition. Weisman
and Hackett (1961) talk about this withdrawal by family members and
comment that such actions as drawing the shades, speaking in hushed
voices, and presenting unnatural attitudes may suggest to the patient
capitulation, abandonment, and premortem burial.

The opposite type of behavior can also occur; rather than moving
too far away in terms of emotional detachment, the family members
move too close to the dying patient. They move close to obviate feel-
ings of guilt and loss, and in such cases they may want to overmanage
the patient’s medical care. This is particularly true when someone is
trying to handle ambivalent feelings toward the dying person and the
guilt that goes with such feelings. He or she may become overly car-
ing of the patient or seek nontraditional treatments, and this can be a
problem not only for the patient but also for the medical staff.
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I observed one woman whose husband was a patient in the hospi-
tal’s private service. She wanted to keep her husband alive and went
to the most extreme means, extreme even to the most conservative
of medical opinion. On the surface it looked to the nurses and other
people caring for the patient like she cared so much for her husband
that she wanted to keep him alive against all odds. But you only had
to scratch the surface slightly to see that this woman had an extremely
ambivalent relationship with her husband and she was expressing her
ambivalence through this oversolicitation.

The time preceding a death can be used very effectively and can
have an important impact on subsequent grief if the survivor is encour-
aged to take care of unfinished business. Unfinished business does not
simply mean wills and other matters of estate, but being able to express
both appreciation and disappointment, things that need to be said be-
fore the person dies. If the counselor can encourage family members
and patients to have this kind of communication, this pre-death period
can have a very salutary effect on all concerned. When these things are
expressed, survivors do not have to spend time later on in grief counsel-
ing, where they might have to deal with regrets over things that were
not ever said when they had the opportunity. So if you have access to
patients and families in a situation prior to death, help them to see that
even though this is a pending tragedy, it can also be an opportunity for
them to take care of the things they want to deal with before the person
dies. Often people need encouragement or permission to do this, but I
think it is more often the exception than the rule that they will go ahead
without the encouragement of the caregiving staff (Worden, 2000).

So far we have considered anticipatory grief of the survivor. But
people who are dying can also experience this anticipatory grief, al-
though they may feel it in ways that are somewhat different from sur-
vivors. The survivors are only losing one loved one. The person who is
dying often has many attachments in his or her own life and, to that
extent, will be losing many significant others all at once. The antici-
pation of loss can be overwhelming, and very often the patient will
withdraw and turn his or her face to the wall in order to cope with
the impact of this. A counselor can help interpret this kind of behav-
ior both to the patient, who may be having trouble with it, and to the
family and friends.
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One more thing should be considered before we conclude this
section on anticipatory grief. It concerns the use of support groups.
There is one population that has a particularly difficult time with an-
ticipatory grief and needs a lot of support—parents who are losing
young children because of terminal illness. When one loses a child
there is the sense of untimeliness about the death. Children are not
supposed to die before their parents—it is not in the natural order of
things. This, and a myriad of other kinds of experiences, which usu-
ally include a long series of medical treatments, puts great stresses on
family members, not only the parents but the children as well (Davies,
Gudmundsdottir, Worden, Orloff, Sumner, & Brenner, 2004).

There are support groups such as the Candlelighters available for
parents whose children are very sick or dying. In these groups the par-
ents can deal with some of their anticipatory grief in a social setting.
Many parents who have participated in these groups have said that
it was helpful to them because it gave them the opportunity to share
their feelings with other parents who were going through the same
thing. It also enabled them to cope better with some of the stresses
in their marriages as well as some of the difficulties they were hav-
ing with regard to the management of other children, especially the
very common feeling that they were neglecting their other offspring
because of the attention they were giving to the dying child.

The headquarters of one of these groups, the Candlelighters
Childhood Cancer Foundation, is located at 3910 Warner Street,
Kensington, MD 20895 (phone 800-366-2223). Another support
group, Compassionate Friends, helps families after the death of a
child. For information about this organization and local chapters,
write: The Compassionate Friends, P.O. Box 3696, Oak Brook, IL
60522-3696 (phone 877-969-0010).

AIDS

The first edition of Grief Counseling & Grief Therapy appeared
around the time that the HIV/AIDS pandemic began. Over the past
25 years an ever-increasing number of people have become afflicted
with and died from acquired immune deficiency syndrome. There
are, however, two major changes that need to be noted. First, the
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HIV virus now affects a broader segment of society. In the early years,
it was often seen as a gay disease. Now increasing numbers of women,
children, and minorities have contracted the virus and have died or
are living with the disease. Another affected group is the increasing
number of children who have parents living and dying with AIDS
(Rotheram-Borus, Weiss, Alber, & Lester, 2005). Aronson (1995)
presents an effective school-based program for such children.

A second change is the new drugs and drug combinations that
began to appear in the 1990s and have allowed those with HIV infec-
tion and AIDS to live longer. AIDS has become more of a chronic
disease. This has been a mixed blessing (Demmer, 2000). When
AIDS represented a terminal trajectory with little hope for remission,
many patients could plan for deterioration and decline. Now lengthy
remissions offer hope to those afflicted and their loved ones, but the
less predictable course can present problems of its own, for example:
“Do I return to work or stay on disability?” “Can I live until a cure
is found?” For many, if not most, the sword of Damocles eventually
falls, leaving a new circle of mourners to rejoice in the added time of-
fered them but adding to their pain in hopes eventually dashed.

As the century turned, an estimated half-million people in the
United States had died from AIDS-related disorders. Each of these
left family and friends to face the consequences particular to this type
of loss. Survivors of those who die from AIDS constitute a population
of mourners who face very specific challenges. The fact that the syn-
drome is caused by an infectious virus, that it currently lacks a cure,
that it carries a social stigma, and that it often leads to protracted
illness can influence the mourning behavior of those who have sus-
tained such a loss. Let us look at some features associated with AIDS
that can affect the bereavement process.

Contagion

Because AIDS is transmitted through bodily fluids, the deceased’s
sexual partners may be anxious about their own health. Physical symp-
toms usually considered a normal part of the grieving process, such
as fatigue, insomnia, and headaches, can be interpreted as symptoms
associated with AIDS-related illnesses. The counselor needs to edu-
cate survivors regarding these physical aspects of bereavement so that
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these are not construed as AIDS and so that anxiety due to these
physical symptoms can be diminished.

When the survivor is HIV positive, the feeling of vulnerability and
the fear of developing AIDS can lead survivors to feel angry at the de-
ceased. One survivor said, “I feel like a walking time bomb.” Some of
this vulnerability is real and not neurotic. Research has begun to look
at how the stress of bereavement may affect the survivor’s immune
system, which may already be compromised by the virus (Kemeny,
Weiner, Taylor, Schneider, Visscher, & Fahey, 1994).

Another aspect associated with the contagion factor is guilt. Some
survivors feel guilty for transmitting the virus to their partner or for
participating in activities or in a lifestyle that heightened the possi-
bility of transmission. These feelings of guilt need to be addressed
and evaluated. Contagion factors can also play a role when a survivor
sets about to establish a new relationship. Some people reject relation-
ships with individuals whose partners succumbed to AIDS-related
illnesses, while in other cases survivors themselves may have doubts
about forming new relationships.

Stigma

An AIDS-related death can be one of those socially unspeakable
losses discussed earlier. Because of this stigma, which is often higher
than for suicidal deaths (Houck, 2007), some survivors fear they will
be rejected and judged harshly if the cause of death becomes known.
So they may lie and attribute the death to cancer or something other
than AIDS. This may get them off the “AIDS hook,” but it takes an-
other type of emotional toll in the form of fear of discovery and anger
and guilt over what they have done. Helping survivors deal with the
reality of the stigma and assisting them to find appropriate ways to
share the circumstances of the loss can help to attenuate these feel-
ings of anxiety and fear.

Lack of Social Support

Because of the stigma of AIDS, and because in our society kinship
legitimizes grief, many survivors who had a nontraditional relation-

ship with the deceased have difficulty finding the understanding and
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support they need after the death. Social support has been shown
to reduce depression after an AIDS-related death (Ingram, Jones, &
Smith, 2001). The mother of one of my clients, who did not know of
her son’s relationship with his lover, said after the death, “Why are you
so sad? He was only your roommate.” If a relationship is not socially
sanctioned, it is less likely to be recognized as important by others or
by the law. The family may exclude the deceased’s partner and friends
from participation in funeral planning and activities. Significant oth-
ers in the deceased’s life may also be prevented from inheriting prop-
erty or otherwise benefitting from the settlement of the estate.

Folta and Deck (1976) make an important point about grief and
nontraditional relationships:

While all of these studies tell us that grief is a normal phenomenon, the
intensity of which corresponds to the closeness of the relationship with
the deceased, they fail to take friendship into account. The underlying
assumption is that “closeness of relationship™ exists only among spouses
and/or immediate kin. (p. 239)

One group often hit hard by the stigma associated with AIDS is
those families who learn of the illness of their child and his or her
lifestyle at the same time. Because of the fear of stigma, such fami-
lies can experience severe alienation from the ill family member. One
Midwest family learned of their son’s lifestyle and illness at the same
time, very close to his death. They returned home and told friends
that their son had died in an automobile accident, fearing that oth-
ers would reject them. This dissimulation went on for several months
until inner conflict led them to tell friends the truth about his death.
Much to their surprise, rather than being rejected, these parents were
embraced by friends and members of their church. Groups for fami-
lies and friends of AIDS patients can be an excellent source of emo-
tional support before and after the death (Monahan, 1994; Sikkema,
Hansen, & Ghebremichael, 2006).

Untimely Deaths

Many of those who have succumbed to AIDS-related illnesses are
young, between the ages of 20 and 35. Their deaths evoke the reactions
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that any untimely deaths evoke when parents outlive their children.
Among friends and contemporaries, there can be an increase in the
awareness of personal mortality and its attendant anxiety (Worden,
1976). Many survivors are faced with these issues at an age when peo-
ple are not usually confronted with mortality.

Multiple Losses

In the gay community many people have lost a number of friends and
significant others to AIDS. As noted earlier, multiple losses can lead
to bereavement overload and may cause the grieving process to shut
down or to manifest itself in various somatic symptoms. One study
in New York City found that the number of distress symptoms var-
ied with the number of friends the bereaved had lost to AIDS, and
this was especially true for seropositive men (Martin & Dean, 1993).
More recent studies in California found little relationship between
the number of losses and the frequency of depressive symptoms, sug-
gesting that the death of friends and lovers may have become almost
“normal” in the gay community (Cherney & Verhey, 1996; Folkman,
Chesney, Collette, Boccellari, & Cooke, 1996; Summers et al., 1995).
However, multiple losses have been associated with grief symptoms
such as preoccupation with the deceased and searching behavior
(Neugebauer, Rabkin, Williams, Remien, Goetz, & Gorman, 1992).
Those providing bereavement services need to be aware of this asso-
ciation and reach out to those with multiple losses.

Multiple losses that can lead to massive bereavement can also
leave a person with the sense of being a repeated survivor. Survivor
guilt is possible following survival of any catastrophe, and survivor
guilt can also be found in those who see themselves as repeated sur-
vivors (Blechner, 1993; Boykin, 1991).

When grieving multiple losses, one cannot be certain for whom
one is grieving. All the losses tend to blend together. At times a re-
cent loss may trigger feelings associated with an earlier and more sig-
nificant loss. The counselor needs to be flexible with the client whose
grief focus shifts between prior and current losses (Nord, 1996).

Individuals experiencing multiple losses may hesitate to share their
feelings and feel isolated because they sense the larger community
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does not want to know their feelings. Support groups can be especially
helpful here. Some may not want to participate in groups lest some
members die during their group participation.

The impact of multiple losses can also be a problem for those care-
givers who are working with large groups of AIDS patients. One coun-
selor working with AIDS patients in San Francisco said, “I reached a
saturation point in my personal and professional life where I could
not fit in another death.” The cumulative deaths have an effect (Bell,
1988). Those caring for people with AIDS need to be able to release
their grief and sorrow and stay connected with life-affirming activities
in order to avoid burnout (Bennett, Kelaher, & Ross, 1994).

Protracted lliness and Disfigurement

The HIV virus compromises the immune system so that a number
of opportunistic infections can invade the body. Many of these in-
fections lead to progressive physical and mental deterioration. People
with AIDS-related illness often experience wasting of their physical
and mental capacities. Formerly youthful and attractive, they can take
on the appearance of death camp victims. Because of this deteriora-
tion, some people find it difficult to be around those with AIDS whose
illness is progressing. I have worked with a few survivors who felt in-
tense guilt after a loss because they were not present when the person
was dying. Others who are present through the dying process find
it difficult to relinquish memories of a friend or family member in
such an impaired condition. The realization that such a phenomenon
is normal and that they will gradually be able to recapture a more bal-
anced set of memories can be helpful.

Neurological Complications

Another feature of AIDS that affects loss are the neurological com-
plications often caused by the illness. Several studies have found that
autopsies show that up to 80% of AIDS patients suffered some kind of
damage to the central nervous system. Sometimes the damage makes
for subtle changes in behavior, but more often one sees a higher level
of impairment, depending on the area of the brain that is under attack
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by the virus. These deteriorations of mental function can look like the
impairments suffered by the Alzheimer’s patient. Once dementia pro-
gresses, family and friends begin to lose the person they once knew,
and these losses, as in the case of Alzheimer’s disease, can precipitate
an early grieving response (McKeough, 1995).

At this point in time it looks like the AIDS virus will continue to
affect a broader segment of society, and those working with grief is-
sues can expect to see more AIDS-related bereavement in the coming
years.
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Grief and Family Systems

Up to this point, our primary focus has been the grief reactions of
an individual and how this relates to his or her relationship with the
deceased. However, most significant losses occur within the context
of a family unit, and it is important to consider the impact of a death
on the entire family system.

Most families exist in some type of homeostatic balance, and the
loss of a significant person in the family group can unbalance this
homeostasis and cause the family to feel pain and to seek help. Murray
Bowen (1978), a well-known family therapist, says that knowledge of
the total family configuration, the functioning position of the dying
person in the family, and the overall level of life adaptation is impor-
tant for anyone who attempts to help a family before, during, or after
a death.

Specific factors that affect the mourning process and influence
the degree of family disruption have been identified. These include
stages in the family life cycle; roles played by the deceased; power,
affection, and communication patterns; and sociocultural factors
(Davies, Spinetta, Martinson, & Kulenkamp, 1986; Vess, Moreland,
& Schwebel, 1985-1986; Walsh & McGoldrick, 1991).

My purpose here is to discuss how family dynamics can hinder
adequate grieving. This chapter is not intended to be a treatise on
family therapy. I will assume that the reader has some understanding
of and skill in the administration of this type of therapy. For those less
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familiar with this area who want an overview, I suggest Handbook
of Clinical Family Therapy by J. L. Lebow (2005). A family therapy
approach for use with bereaved families can be found in Kissane and
Bloch’s Family Focused Grief Therapy (2002).

The concept of family therapy is based on the belief that the
family is an interactional unit in which all members influence each
other. Therefore, it is not sufficient to treat each individual in relation-
ship to the deceased and to deal with his or her grief without relating
it to the total family network. The characteristics of individual family
members help determine the character of the family system, but this
family system is more than the sum of its individuals™ characteristics.
The grief reactions of a family deserve assessment apart from those
of its individual members (Rosen, 1990). One reason it is necessary to
look at family grief as well as individual grief is the impact of family
myths. These myths work in a similar fashion as defenses for the indi-
vidual, and they give the family group definition and identity. In addi-
tion, each change that occurs following the death of a family member
is symbolic of the death of the family itself, making the primary task
the establishment of a new family from the old (Greaves, 1983).

Families vary in their ability to express and tolerate feelings. If
openly expressed feelings are not tolerated, this may lead to various
types of acting-out behavior that serve as grief equivalents. Families
that cope most effectively are open in their discussions about the de-
ceased, whereas closed families not only lack this freedom but provide
excuses and make comments that allow and encourage other family
members to remain quiet. Functional families are more likely to pro-
cess feelings about the death, including admitting to and accepting
feelings of vulnerability (Davies et al., 1986).

One important reason for looking at a family systems approach
is that unresolved grief may not only serve as a key factor in fam-
ily pathology but contribute to pathological relationships across the
generations (Gajdos, 2002). Walsh and McGoldrick (1991) have noted
that postponed mourning in the family of origin impedes one from
experiencing emotional loss and separation within the current family.
Reilly (1978), who has looked at this phenomenon in relationship to
drug abuse, believes that parents of youthful drug abusers have never
fully mourned or resolved their ambivalent ties to their own parents.
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Therefore, they tend to project their conflicts over loss and abandon-
ment onto their present-day families. In order to assess the impact
of intergenerational conflict, Bowen (1978) encourages counselors to
take an extensive family history, which should cover at least two gen-
erations, as part of the intake procedure.

In the assessment of grief and family systems, at least three main
areas need to be considered. The first is the functional position or role
the deceased played in the family. There are various roles played by
family members, such as the sickly one, the value setter, the scapegoat,
the nurturer, and the clan head. To the extent that the deceased had
a significant functional position, his or her death is going to create a
corresponding disturbance of functional equilibrium. Bowen (1978)
sees the family unit as having stasis and calm when each member is
functioning at reasonable efficiency. But the addition or loss of a fam-
ily member can result in disequilibrium. Through death, the family
can be deprived of an important role, and another member might be
sought out to fill the role vacancy.

Children play important roles in the family, and their deaths upset
family balance. I saw an adolescent, the youngest of three children,
before he died of leukemia. He had required numerous hospitaliza-
tions and subsequent care. This boy was resented by his brother, the
oldest child, and after the death, the brother would not let his parents
dismantle the room or store or give away his dead brother’s belong-
ings. He would become very angry when this was mentioned by his
family because to do so would mean he would have to face the finality
of the loss and his unresolved ambivalence toward his brother.

The mother suffered because she had an unusually close relation-
ship with the dead child. In a reversal of dependency, she leaned on
him to bolster her sagging self-esteem, placing him in a role that would
have been more appropriate for her husband. The husband, who had
never given his wife much attention, gave her even less attention after
the death and refused to talk about his feelings. He spent increasingly
long periods away from home. The middle child, a girl who lived away
from home, was the only one who seemed to be doing well. Individual
counseling for the members of this family could have been done
with some success, but it is my belief that three or four individual
counselors would not be as effective as family therapy, where these
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various conflicts and issues could be worked out within the purview
of each other. In fact, psychiatrist Norman Paul (1986) believes that
grief work confined to an individual and the therapist may deaden the
relational possibilities for the individual and his or her family.

The death of either parent when the family is young can have
long-range effects. “This not only disturbs the emotional equilibrium,
but it removes the function of the breadwinner or the mother at a
time when these functions are most important” (Bowen, 1978, p. 328).
Another important death with widespread ramifications is the death
of a patriarchal clan head who has been serving the decision-making
function in family affairs for a long time. One woman had a grandfa-
ther who ran the family with an iron fist. Within 2 years of his death,
her parents had divorced, the family business had crumbled, and the
family members had scattered to different parts of the country. But it
is important to realize that many people play only peripheral roles in
family affairs. One might consider such a person somewhat neutral;
therefore, deaths of these more neutral figures are not as likely to af-
fect current or future family functioning with quite the same
intensity.

A second area to assess is the emotional integration of the fam-
ily. A well-integrated family will be better able to help each other
cope with the death, even that of a significant family member, with
little outside help. A less integrated family may show minimal grief
reaction at the time of a death, but members may respond later with
various physical or emotional symptoms or some type of social mis-
behavior. It is important that the counselor understand this, because
merely getting the family to express feelings after a death does not
necessarily increase the level of emotional integration (McBride &
Simms, 2001).

Since affective expression is so important in the mourning pro-
cess, a third area to assess is how families facilitate or hinder emo-
tional expression. In order to see this, one needs to understand the
value families place on emotions and the kinds of communication
patterns that give a person permission to express feelings or not ex-
press feelings. Davies and associates (1986) found that in some less
functional families, sadness is equated with craziness, a feeling that is
manifested in comments such as “I've seen enough tears.” They also
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found that in more functional families the father was able to express
grief openly instead of hiding his feelings or praising his son for not
crying at the funeral. The latter behavior reinforces gender role rigid-
ity and is a characteristic of less functional families. Because a death
can trigger varied and intense feelings, a context in which these feel-
ings can be experienced, identified, and brought to completion is im-
portant. Families that conspire to keep feelings down or at a distance
may ultimately keep the individual from an adequate resolution of
grief (Traylor, Hayslip, Kaminski, & York, 2003).

For example, Karen was the youngest of five children when her
father, a ne’er-do-well alcoholic, was found dead in a local hotel.
Because he had long been an embarrassment to the family, they opted
for immediate cremation, and his ashes were disposed of unceremoni-
ously. Karen wanted to provide some kind of marker for her father,
but no one in the family agreed with her, and being the youngest, she
had little clout. She thought this was a “crummy way to die” and she
was unable to detach herself from her father. She kept him with her
through a type of pathological identification that developed over the
years, and her family would often say, “You're just like your father.” As
a young woman Karen developed a serious drinking problem, which
turned out to be related in part to this pathological identification with
her father. Through grief therapy she was able to see the connection,
to say a final goodbye to her father, to deal with the other family mem-
bers concerning his death, and over time to see her problem with
alcohol resolved.

This family would probably not have seen the need for family
therapy, believing, or wanting to believe, that the father’s death had
little impact on them or on the family system. But this case also sug-
gests why those who have access to families after a death would be
wise to assess the fantasies and feelings of all family members, includ-
ing the younger ones.

Like the tasks of mourning outlined in chapter 2, there are es-
sential tasks for families making an adaptation to the loss: there must
be a recognition of the loss and acknowledgment of the unique grief
experiences of each family member (healthy families can define these
differences as strengths); the family must reorganize, with roles re-
assigned to other family members or abandoned, thus reducing the
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sense of chaos; and the family members must reinvest in this “new”
family while maintaining a sense of connection with the deceased
(McBride & Simms, 2001; Walsh & McGoldrick, 1991). Open and
honest communication plus appropriate rituals and ceremonies can
assist the family to accomplish each of these tasks (Gilbert, 1996;
Rotter, 2000).

An added task for the family, based on the important work of
Janice Nadeau, is meaning making. Individuals in the family hold
unique beliefs and understandings of the loss. A sharing of these in-
dividual awarenesses with others in the family helps the family as a
unit to develop their own meaning. The way in which a family con-
strues the loss of a family member greatly influences how they grieve.
A family that understands the death of a family member as a long-
awaited relief from pain is likely to grieve differently from the family
who construes a death as something that should have been prevented
(Nadeau, 1998, 2001).

Research has shown that families who cope the best after the
death of a family member are more cohesive; are more able to tolerate
individual differences among family members; have more open com-
munication, including more open emotional sharing; find more support
from within the family as well as outside the family; and cope more
actively with problems (Greeff & Human, 2004; Kissane, McKenzie,
McKenzie, Forbes, O’'Neill, & Bloch, 2003; Worden, 1996). Not all
these characteristics can be influenced by family intervention, but
many can. Kissane and Bloch (2002) have shown the effectiveness of
family bereavement interventions directed toward a subset of families
identified by screening procedures.

DEATH OF A CHILD

One very difficult loss that impinges heavily on family equilibrium
and can sometimes cause complicated grief reactions is the death of a
child. Surviving siblings frequently become the focus for unconscious
maneuvers designed to alleviate feelings of guilt experienced by the
parents and are used as a way to control fate. One of the most dif-
ficult positions in which parents put surviving siblings is that of the
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substitute for the lost child. This often involves endowing the surviving
child with qualities of the deceased. In some cases it may even result
in a child born later being named the same or a similar name as the
dead child. Davies and her colleagues (1986) found that healthy fami-
lies were able to acknowledge the loss of a child without expecting
other children to fill the empty space. The ability of the parents to
help siblings communicate within the family unit and the opportunity
to directly express feelings lead to the healthy negotiation of grieving
tasks (Schumacher, 1984).

Some families cope with their feelings about the death of a child
by suppressing the facts surrounding the loss so that children born
after the death may not know anything about their predecessors and
in some cases not even know there were predecessors at all. This
happened to Judy. Her parents’ first child was a boy who died in early
infancy. They subsequently had another child, a girl, and then a third
child, Judy, who was supposed to be the replacement for the dead son.
This was never directly verbalized and obviously not communicated
to her. But over the years, even though the parents did not talk about
the dead brother, an awareness of him always hung in the back of
her mind. Subconsciously she attempted to make up for all the things
that he might have been by engaging in a lot of “masculine” interests,
activities, and hobbies.

But many years later, as her mother lay dying of cancer, Judy in-
sisted that her parents discuss the dead brother—their disappoint-
ments in him and their expectations for her. This was not an easy thing
for her to do, but she persisted until her parents could consciously
admit to their disappointments and expectations. Even though this
took a great deal of effort and she met with considerable resistance,
she felt it was important to clear things up before her mother’s death.
Fortunately, she was successful in this effort and was then able to
move beyond this legacy and start being more her own person.

It is common for siblings of the lost child to be overlooked during
the time immediately following the death (Worden, Davies, & Mc-
Cown, 2000). Sometimes it is assumed that children are simply too
young to comprehend the loss or that they need protection from what
is perceived as a morbid situation. More often, children are not given
the attention they need because their primary caregivers are in a state
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of trauma and are simply not able to extend themselves to help. This is
when support networks can be helpful in alleviating some of the com-
mon reactions and feelings a child experiences when a sibling dies
(Worden, Davies, & McCown, 2000).

Children have a difficult time trying to sort out what their friends
should be told and how to deal with the discomfort of other people in
relation to the death. Many times, as a result of this discomfort, they
are afraid to play or be happy because they don't want others to think
they didn’t care about their lost sibling (Schumacher, 1984).

In the absence of open and honest communication, children seek
their own answers to questions that are often beyond their ability to
understand. It is particularly important for parents to dispel magical
and erroneous thinking regarding death in order to establish an emo-
tional link between the remaining siblings and the parents. This is a
crucial time that may affect their personality development and their
ability to form and maintain future relationships (Schumacher, 1984).

The experience of the bereaved parents is central to the loss of a
child and its impact on the family. Losing a child of any age can be
one of life’s most devastating losses and its impact lingers for years.
Sanders (1979) identified this in her oft-cited classic study, and recently
in Australia, Middleton, Raphael, Burnett, and Martinek (1998) rep-
licated her findings. Parental bonds are strong. They reflect aspects
of the parent’s personality as well as historical and social dimensions.
Klass and Marwit (1988—1989) write:

The child represents to the parent both the parent’s best self and the
parent’s worst self. Difficulties and ambivalence in the parent’s life are
manifest in the bond with the child. The child is born into a world of
hopes and expectations, into a world of intricate psychological bonds, into
aworld that has a history. The parent-child bond can also be a recapitula-
tion of the bond between the parent and the parent’s parent, so the child
can be experienced as praising or judging the parent’s self. From the day
the child is born, those hopes and expectations, bonds, and history are
played out in the parent’s relationship with the child. (p. 33)

Friends and family may not know how to respond to such a loss
and how to be supportive. This can be especially true when more
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time has passed since the loss. I have worked with several bereaved
mothers whose friends comment that they should be getting over the
loss, since it has been over a year since their child died.

The mediators of mourning discussed in chapter 3 affect the experi-
ence of this type of loss. Such deaths are often sudden and untimely—
parents are supposed to outlive their children. Many children die in
accidents, which heightens the challenge to the parent’s sense of com-
petency, since part of the parental role is to keep the child safe. This
may also lead to strong feelings of guilt (Davies, Gudmunds-
dottir, Worden, Orloff, Sumner, & Brenner, 2004).

Guilt can have multiple sources. Miles and Demi (1991-1992)
have posited five types of guilt that bereaved parents may experience.
The first is cultural guilt. Society expects parents to be guardians of
their children and take care of them. The death of one’s child is an
affront to this social expectation and may lead to this type of guilt.
Causal guilt is a second type. If the parent was responsible for the
death of the child through some real or perceived negligence, the par-
ent may experience causal guilt. Causal guilt can also be a part of the
parent’s experience when the death occurs from an inherited disor-
der. Moral guilt is characterized by the parent’s feeling that the death
of the child was due to some moral infraction in his or her present or
earlier life experience. There are a variety of such presumed infrac-
tions. One frequently seen is residual guilt from a terminated preg-
nancy: “Because I elected to terminate a pregnancy, I am now being
punished for that act by losing my child.” Survival guilt may also be
found among bereaved parents: “Why did my child die and T am still
alive?” Survival guilt is more frequently found when the parent and
child have been involved in the same accident and the parent survives
when the child does not. Finally, there is recovery guilt. Some parents
feel guilty when they move through their grief and want to get on with
their lives. They believe that such recovery somehow dishonors the
memory of their dead child and that society may judge them nega-
tively. One parent said, “To relinquish my guilt means giving up a way
I can be attached to my child” (Brice, 1991, p. 6).

Bereaved parents frequently have the need to blame someone for
the death of their child and to seek retribution. This is especially true
of bereaved fathers. Such a need is strong when the child dies in an
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accident or by suicide or homicide. But the same anger can be found
when the child dies of natural causes. Sometimes this need to blame
is targeted at a marriage partner or other family member and places
stress on the family system. It is also possible for a family member,
such as a child, to become a scapegoat after a death. Counselors need
to be aware of these dynamics and help the family to find the most
appropriate place to place their anger and their blame (Drenovsky,
1994).

Both parents have sustained a loss, but the grief experience may
be different for each, due to their different relationships with the
child and their own different coping styles. These differences can put
a strain on a marital relationship, and this in turn can cause tensions
and alliances among family members (Robinson & Marwit, 2006).

Each parent needs to understand his or her own way of expressing
grief as well as his or her partner’s grieving style (Littlewood, Cramer,
Hoekstra, & Humphrey, 1991). One partner may be more facile than
the other at expressing and discussing emotions. An open expression
of feelings may intimidate the other partner, close that partner off to
communication, and thus drive the parents farther away from each
other. When a counselor is working with a couple, it is important not
to appear to be siding with the more emotionally expressive partner. If
this happens, the less expressive parent may feel left out and become
frustrated with the counseling process. At the onset of counseling, the
couple’s communication with each other may be through the coun-
selor. One parent may attend reluctantly or be there “just to help”
the other. Often this will be the father. Some people believe that it
does not help to dwell on the past, especially the painful past. For this
reason they will not speak of the grief they are experiencing (Worden
& Monahan, 2001).

There are also gender differences that play out in the expression
of grief (Polatinsky & Esprey, 2000; Schwab, 1996). These gender role
expectations are part of the socialization process of our society and its
culture. Studies reveal that men are more likely than women to fear
the consequences of emotional expression in a social context. Men dis-
close far less intimate information to others than do women. For men,
close friendships are based on shared activities rather than intimacy,
and assumed loyalties rather than shared feelings. Bereaved fathers
are faced with several double binds as they struggle to cope with their
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child’s death. First, fathers are given little social support, while they
are expected to be a major source of support for their wives, children,
and other family members. Second, fathers are simultaneously con-
fronted with the culturally idealized notions that grief is best handled
through expressiveness and that they need to control such frightening
and overwhelming expressions of grief (Cook, 1988). These conflicts
between social and personal expectations can lead men to feel frustra-
tion, anger, and aloneness in grief.

Parents are often surprised at their own needs and responses when
a child dies. The severity of the loss elicits a longing for closeness and
intimacy, but some parents are surprised or feel guilty when they find
themselves attempting to meet these needs sexually. It is important for
parents to recognize and understand these needs and feelings as part
of the normal life process. Sexual abstinence is frequently reported
by couples due to a lack of sexual interest resulting from overwhelm-
ing grief. This lack of interest may be true for one partner but not
the other, which places strain on the relationship (Lang, Gottlieb, &
Amsel, 1996).

The opposite can also be true. Sexual activity may be sought out
by some couples shortly after the death. For these couples, sexual in-
timacy serves as a reaffirmation of life and supports their strong need
to be close to each other and take care of each other (Hagemeister
& Rosenblatt, 1997). Johnson (1984) studied bereaved couples and
noted that some men who previously could not be close to their wives
without sexual activities could, after the loss, be close without sex.
This was a surprise to some of the men who now understood why their
wives enjoyed and were comforted by hugging.

Divorce has frequently been associated with parental bereave-
ment. The Compassionate Friends (1999) conducted a survey and
found that there was no conclusive evidence that showed an increased
divorce rate resulting directly from parental grief. However, there is
sufficient anecdotal evidence to suggest potential for an increased
divorce rate among this population. Klass (1986-1987) gives an excel-
lent description of the paradoxical effect of the death of a child on the
relationship of the parents:

The shared loss creates a new and very profound tie between them at
the same time that the individual loss each of them feels creates an
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estrangement in the relationship. The paradox is expressed differently
in couples with different relationships prior to the death. (p. 239)

Klass concludes that the divorce rate may indeed be higher, but any
increase in the divorce rate may not be a direct result of the death of
the child but due to preexisting factors.

Grieving the loss of a child may become even more complicated
when the parents of the child are already divorced. Parents are often
brought together in this time of crisis, and this coming together can
evoke strong emotions and extreme behaviors, from empathy and car-
ing to an all-out struggle for power and control. But in this situation
it is impossible to gain the type of control that is really desired—the
recovery of the deceased.

Parents should be encouraged not to have more children until
they have worked through the loss of the first child. Otherwise, they
may not do the necessary grief work, or they may work out their grief
issues on the replacement child (Reid, 1992). I once saw a couple
shortly after their child died of SIDS. They wanted to have another
child immediately, but I cautioned them against this. Not heeding my
advice, they left their 4-year-old son with a babysitter and headed for
the Caribbean to get pregnant. Fortunately, their attempts did not
work. Two years later they were able to have another child and, in my
opinion, were better able to see the child for what she was and not as
a replacement for her sister.

The child who is placed in this role is also at a distinct disadvan-
tage. Being a replacement child can interfere with cognitive and emo-
tional development. It may lead to a relative absence of the sense of
individuality, as the child is treated as the deceased’s sibling and not
themselves (Legg & Sherick, 1976). The development of the replace-
ment child is further complicated because replacement children are
often overprotected by fearful parents and raised in homes dominated
by images of the dead child (Poznanski, 1972). Replacement chil-
dren are expected to emulate the deceased child—who can be easily
overidealized—and are not allowed to develop their own identity.

Bereaved parents face two issues: (1) learning to live without the
child, which involves learning a new form of interacting with the social
network, and (2) internalizing an inner representation of the child that
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brings comfort (Klass, 1988). The various tasks of mourning (described
in chapter 2) address these issues and need to be worked through. For
many parents who have lost children, the reality of the loss (task I) is
a struggle between belief and nonbelief. On one hand, they know that
the child is gone, and on the other hand they don’t want to believe it.
Dealing with the possessions of their lost child is often a reflection of
this struggle. Parents sometimes keep a child’s room intact for many
years after the death so that if the child returns it will be ready.

Strong feelings, including anger, guilt, and blame, are frequently
present. Processing these is the second task of mourning. Such feel-
ings are often processed best in groups like Compassionate Friends,
where empathic listening is available from those with similar experi-
ences. Many who have not undergone this type of loss believe that the
last thing grieving parents want to do is to talk about their child, but
this is exactly what most want to do (Wijngaards-de Meij, Stroebe,
& Schut, 2005).

One dimension of the third task of mourning for many parents
is finding some kind of meaning from the death of their child (Brice,
1991; Wheeler, 2001). There are various ways parents may go about
this. Some find meaning in adherence to religious and philosophical
beliefs. Others find meaning through identification of the child’s
uniqueness and by finding some appropriate memorialization for the
child. Parents who lost a college-age son in a terrible accident created
a foundation in his honor. Every year a college scholarship is awarded
to a graduate of the high school attended by their son. Still others find
meaning by becoming involved in activities that can help individuals
and society (Miles & Crandall, 1983). Klass (1988) found that parents
who could transform the parental role of helping and nurturing their
child to helping and nurturing others in a self-help group had more
positive and less stressful memories of the deceased child.

Working through task IV issues can be very difficult for bereaved
parents. “The same ambivalence and multiple representations that
were part of the living relationships with the child are part of the
search for equilibrium when the child dies” (Klass & Marwit, 1988—
1989, p. 42). However, it is possible, and for some, this struggle with
repositioning the lost child can lead to important self-awareness and
personal growth coming out of this very difficult experience (Klass &
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Marwit, 1988-1989; Riley, LaMontagene, Hepworth, & Murphy,
2007). One such parent eventually found an effective place for the
thoughts and memories of her dead son so she could begin reinvesting
in life. She said:

Only recently have I begun to take notice of things in life that are still open
to me. You know, things that can bring me pleasure. I know that T will
continue to grieve for Robbie for the rest of my life and that I will keep his
loving memory alive. But life goes on, and like it or not, I am a part of it.
Lately, there have been times when I notice how well I seem to be doing
on some project at home or even taking part in some activity with friends.

Here is a bereaved parent who is moving through her grief and
carrying on with her life without feeling that she is dishonoring the
memory of her child. This is the ultimate and the most challenging
goal for any bereaved parent.

CHILDREN WHOSE PARENTS DIE

Another significant family area that needs to be addressed is that of
children who lose a parent to death. When this occurs in childhood
or adolescence, the child may fail to adequately mourn and later in
life may present with symptoms of depression or the inability to form
close relationships during the adult years. As described in chapter 6,
intervention focuses on the reactivation of the mourning process, with
the result that patients improve symptomatically and are able to re-
sume life tasks that were previously arrested.

There has been considerable controversy over the years, partic-
ularly stemming from psychoanalytic schools, as to whether or not
children are capable of mourning. On one side, you find people like
Martha Wolfenstein (1966), who says that children cannot mourn until
there is a complete identity formation, which occurs at the end of ado-
lescence, when the person is fully differentiated. On the other hand,
people like Erna Furman (1974) take the opposite position and say
that children can mourn as early as 3 years of age, when object con-
stancy is achieved. Bowlby (1960) pushes the age back to 6 months.
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There are those, like myself, who take a third position—that
children do mourn and what is needed is a model of mourning that
fits children rather than the imposition of an adult model on children.
A key component in children’s grief is their emotional reaction to
separation. Such reactions exist very early and may predate a realis-
tic concept of death. Although young children show grief-like behav-
ior when attachments are broken, they may not have the cognitive
development to understand death. They cannot integrate something
that they do not understand. Some of the cognitive concepts that are
necessary in order to fully understand death are finality, transforma-
tion, irreversibility, causality, inevitability, and concrete operations
(Smilansky, 1987). In his studies, Piaget suggests that concrete opera-
tions are developed only in children beyond the ages of 7 or 8 (Piaget
& Inhelder, 1969).

In the Harvard Child Bereavement Study, Phyllis Silverman and I
followed 125 school-age children from 70 families for 2 years after the
death of one parent. These families were from communities selected
for their varying demographics. Non-bereaved children matched for
age, gender, grade in school, family religion, and community were also
followed for the same period. Assessments were made of the children,
their surviving parents, and the family. We wanted to study a group
of children from the community to see what the natural course of be-
reavement would be for children from 6 to 17 years of age (Silverman,
2000; Worden, 1996). Here are some of the important findings from
this study:

1. Most bereaved children (80%) were coping well by the first and
second anniversaries. However, the 20% who were not coping
well exceeded the percentage of matched controls not coping
well during that period. Differences between bereaved chil-
dren not doing well and their control counterparts were greater
at 2 years than at 1 year, which makes a case for a late effect of
the loss on these children.

2. Children doing well tended to come from more cohesive fam-
ilies where communication about the dead parent was easy,
and where fewer daily life changes and disruptions took place.
Families who coped actively rather than passively and who
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could find something positive in a difficult situation had chil-
dren who made a better adaptation to the loss.

. Children not doing as well tended to come from families expe-

riencing a large number of stressors and changes as the result
of the death and have a surviving parent who was young, de-
pressed, and not coping well. These children showed lower
self-esteem and felt less able to control what happened to them
in life.

. The functioning level of the surviving parent was the most pow-

erful predictor of a child’s adjustment to the death of a parent.
Children with a poorly functioning parent showed more anxi-
ety and depression as well as sleep and health problems.

. In general, the loss of a mother was worse for most children

than the loss of a father. This was especially true during the
second year of bereavement. The death of a mother portends
more daily life changes and, for most families, the loss of the
emotional caretaker of the family. Mother loss was associated
with more emotional/behavioral problems, including higher
levels of anxiety, more acting-out behavior, lower self-esteem,
and weaker belief in one’s own self-efficacy.

. Most children were given the choice of participation in the fu-

neral and opted to do so. Better outcomes were seen in the
children who were prepared beforehand for the service. The
ability to recapture memories of the funeral and talk about it
increased over time. Including children in the planning of the
funeral had a positive effect, helping them to feel important
and useful at a time when many are feeling overwhelmed.
Many children remained connected to their dead parent
through talking to them, feeling watched by them, thinking
about them, dreaming about them, and locating them in a
specific place. Children with strong continuing bonds to the
deceased parent seemed better able to show their emotional
pain, to talk with others about the death, and to accept support
from families and friends.

. Three things children need after the death of a parent are

support, nurturance, and continuity. Providing these may be
difficult for a surviving parent, and particularly difficult for a
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surviving father. Childhood grief is best facilitated in the
presence of a consistent adult who is able to meet the child’s
needs and help the child express feelings about the loss.

9. Bereaved teenagers frequently feel different from their friends
because of the loss and often feel that their friends do not un-
derstand how it is to lose a parent to death. One particularly
vulnerable group is teenage girls whose mothers die and who
are left with a father.

10. Parental dating in the first year of bereavement was associated
with withdrawn behavior, acting-out behavior, and somatic
symptoms, especially if the parent was a father. Engagement
or remarriage after a suitable bereavement period had a posi-
tive influence on the children, leading to less anxiety, depres-
sion, and worry about the safety of the surviving parent.!

From this study we identified a number of needs that bereaved
children have. Counselors working with bereaved children should be
aware of these needs and target specific interventions toward meeting
these needs (Saldinger, Porterfield, & Cain, 2005; Worden, 1996).

Bereaved children need to know that they will be cared for. “Who
will take care of me?” is a question on the minds of most children,
whether articulated or not. The death of a parent touches primitive
anxiety that one cannot survive without a parent, something that is
true for the very young, but a feeling that all can experience even into
adulthood. In our study, half the children still expressed a concern
for the safety of the surviving parent 2 years after the death. Chil-
dren need to know that they will be safe and cared for, and this can
be addressed directly even if the child is not asking it directly. Some
children act out to see if they are cared for, and consistently applied
discipline can help children feel safer.

Bereaved children need to know that they did not cause the death
out of their anger or shortcomings. The question “Did I cause it to
happen?” may be on the child’s mind. We learn early in life that strong
feelings can injure others. Opportunities to talk about the deceased
can often reveal this sense of culpability. A particularly vulnerable age
for this kind of thinking is 4-5 years, when children believe in magic,
thinking that they have the power to cause things to happen.
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Bereaved children need clear information about the death—its
causes and circumstances. “Will it happen to me?” is on the mind of
many children. Contagion must be explained to some children, for
example, “If we go to visit Grampa in the hospital, you can't catch
cancer.” If children are not given information in terms they can
understand, they will make up a story to fill in the blanks, a story
often more frightening or bizarre than the truth. Children need to
be told these things in age-appropriate terms. One mother preparing
her 5-year-old to attend the funeral told him that Daddy’s body would
be in the casket. Upon hearing that, the child left the room scream-
ing. It was only later that the mother discovered that the child made
a distinction between the body and the head. If the body was in the
casket, where was the head?

Children need to feel important and involved. Including children
in decisions about the funeral and in the funeral or memorial service
itself can be useful. Children who have never attended a funeral need
to be coached ahead of time as to what will happen at the service and
what they might see. It is helpful to assign an adult who is not a fam-
ily member to look out for younger children in case these children
need to leave the service before it is concluded. Involving children in
decisions about holiday and anniversary activities as well as cemetery
visits can help children feel included while making such memorials a
family activity.

Bereaved children need continued routine activity. Children in
the study who did best were those whose daily routine could be kept
as consistent as possible—mealtimes, bedtime, homework assign-
ments, and the like. Sometimes bereaved adults do not understand
why children go play when the rest of the family is grieving and may
need a reminder that children cope through play activity.

Bereaved children need someone to listen to their questions. It is
not unusual for a grieving child to ask the same question repeatedly,
much to the frustration of the adults. Children may want to see if
the adult response is consistent as they are struggling with their own
feelings. Some questions from younger children may be annoying.
The question “Can Grandma still pee in heaven?” may be met with
derision by older siblings, but children’s questions should be answered
with respect.
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Bereaved children need ways to remember the dead person. An
excellent way to do this is to make a memory book in which the chil-
dren can put pictures, stories, photographs, and other items memo-
rializing the person who died and the events the child shared with
that person. This is best done as a family activity and can be done in
a simple inexpensive scrapbook. It is my experience that children, as
they grow older, revisit the memory book to see who that person was
and to speculate who that person would have been now had he or she
lived.

The mental health practitioner needs to be aware of several things
when dealing with children who have lost parents.

1. Children do mourn, but differences in mourning are deter-
mined by both the cognitive and emotional development of a
child.

2. Theloss of a parent through death is obviously a trauma but does
not in and of itself necessarily lead to arrested development.

3. Children between the ages of 5 and 7 years are a particularly
vulnerable group. They have developed cognitively enough to
understand some of the permanent ramifications of death but
they have very little coping capacity; that is, their ego skills
and social skills are insufficiently developed to enable them to
defend themselves. This particular group should be singled out
for special concern by the counselor.

4. Tt is important also to recognize that the work of mourning
may not end in quite the same way for a child as it does for an
adult. Mourning for a childhood loss can be revived at many
points in an adult’s life when it is reactivated during impor-
tant life events. One of the most obvious examples is when the
child reaches the same age as the parent who died. When this
mourning is reactivated, it does not necessarily portend pa-
thology but is simply a further example of working through.

The same tasks of mourning that apply to the adult obviously
apply to the child, but these tasks have to be understood and modi-
fied in terms of the child’s cognitive, personal, social, and emotional
development. It is important for the mental health worker to develop



236 Grief Counseling and Grief Therapy

preventive mental health approaches for bereaved children. Offering
early intervention to the child identified as at risk for later poor ad-
aptation to the loss is one way to do preventative mental health work.
A screening instrument for the early identification of the at-risk child
can be found in Worden (1996).

FAMILY INTERVENTION APPROACHES

After a death, ask to meet with survivors both individually and as a
family unit. The focus of such family meetings is not only to facilitate
tasks I and II, with the special focus on the expression of both posi-
tive and negative affects about the deceased, but also to identify what
roles the deceased played and the ways these roles are being taken up
or rejected by surviving family members—task III. In the case of the
death of the father, some of these roles may be assigned to the eldest
son. The eldest son will either take up the cudgel and suppress a lot
of himself and his own feelings or back away from this demand, often
to the frustration of the surviving parent or other relatives who are
fostering this role expectation.

Identifying the restructured roles within the family is particu-
larly helpful when there are teenage children involved. Their fears
and their willingness to pick up various tasks can often be negotiated.
However, it is often very difficult for surviving parents to negotiate
these on their own after the death. Frequently the family ends up in
a situation of bickering and conflict, or with various family members
withdrawing emotionally. Helping them sort out the real issues and
the peripheral issues is a very important aspect of this kind of family
therapy (Traylor et al., 2003).

Role assignments are usually made subtly and nonverbally, but
there are times when there is a direct verbal assignment. Jerry arrived
home from school at age 15 to find the house full of neighbors and
family members surrounding his mother, who was trying very hard not
to cry. His uncle told him that his father had died suddenly and also told
him that he was going to be “the man in the family” because he was the
oldest male. This was due in part to Jewish family tradition. Because
he was now designated the man of the house, this overwhelmed boy
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was asked to make decisions regarding the funeral such as whether or
not to have an open casket. He was able to make these decisions, but
what the family did not know was how responsible and burdened he
felt because of his brother, who was 4 years his junior. These feelings
were aggravated because his mother offered little support during the
time of death. It was only as an adult of 30 that Jerry became aware
of how destructive this situation had been over the years in his rela-
tionship with his brother and he was able to verbalize how much of a
burden this was.

When Jerry finally confessed this to his mother, she told him
that he was not responsible and freed him from this encumbrance.
Shortly thereafter, through therapy, he was able to see how this sense
of overresponsibility for his brother had colored all his relationships
with women over the years in terms of his limited commitment. If
this pattern had not been broken, he doubts that he could have the
satisfying relationship he enjoys at present. No one, including the pa-
tient, blames the uncle or believes he had bad intentions, but it is a
difficult legacy to carry for 15 years, and it points up the need to talk
with children about their feelings and fantasies when there is a death
in the family.

Related to roles is the issue of alliances. In any family situation
there are various dyadic alliances formed. Usually these serve the
various needs for power that individuals experience. They can also
serve the need to reinforce self-esteem. Anyone who is studying fami-
lies from a sociometric point of view can diagram these very impor-
tant alliances. When a significant family member dies, upsetting the
equilibrium of the family unit, new alliances need to be formed. The
maneuvering for these new alliances may cause considerable tension
and distress in the family.

Bowen (1978) suggests that many dyadic relationships become
triangulated in order to remove some of the anxiety or the pres-
sure of a dyadic relationship. After someone dies, there is a need to
shift and reequilibrate family triangles. Various alliances that have
formed need to be altered. However, if no substitute is found, then
the deprived member may seek homeostasis through various social,
physical, or emotional illnesses (Kuhn, 1977; McBride & Simms,
2001).
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Another problem that can arise in families after a death is that of
making someone a scapegoat. Throughout this book we have looked
at the issue of anger and the importance of the ways in which it is
handled by the bereaved. One way that anger is handled ineffec-
tively is through displacement; likewise, one of the least effective
ways of handling anger vis-a-vis displacement in the family is through
scapegoating—one of the family members becomes the target of the
wrath and the blame and the anger for the death. Sometimes one of
the younger and more vulnerable members of the family becomes
the scapegoat. I once saw a 6-year-old girl whose mother blamed
her for the death of her infant brother and sent her off to live with
relatives.

Like individuals, bereaved families also struggle with making
meaning out of the loss, and this is an important feature of family grief.
Meanings are critical to how families grieve (Sedney, Baker, & Gross,
1994). Nadeau (1998), in her excellent book on this subject, suggests
that counselors listen and encourage families to tell their stories. In
this way one can enter into the world of grieving families and stand
by them in moments of great pain and, through talking and listening,
facilitate their quest for meaning so that they can go on living.

Finally, family therapy can address the impact of incomplete
mourning on subsequent family life and interaction. Incomplete
mourning is a pervasive defense against further losses and disappoint-
ments and can be transmitted unwittingly to other family members,
especially to offspring. To overcome this, psychiatrist Norman Paul
and his colleagues have developed what he calls “operational mourn-
ing” and have used it in conjoint family therapy (Paul, 1986; Paul &
Grosser, 1965).

Operational mourning consists of inducing the mourning re-
sponse by directly asking one family member about reactions to ac-
tual losses the family has sustained. Then the other family members
who are present are asked to talk about the feelings that have been
stimulated through their observations of the grief reaction of the first
person. In this way children, often for the first time, observe their
parents expressing intense emotions. This gives the therapist an op-
portunity to assure them of the normality of these feelings. It also
gives the therapist the opportunity to review the episodic threats of
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abandonment by a parent or other family member that have been an
important influence in current family life. During these periods of
activated mourning, family members are encouraged to share their
affective experiences and to react empathetically to affects expressed
by the other family members. In using this procedure, Paul finds an
enormous amount of resistance and denial on the part of the family,
but if this resistance is overcome, the intervention is very beneficial.

GRIEF AND THE ELDERLY

Still another issue that affects the family system is the increase in
the elderly bereaved population. While the maximum age for human
beings has not increased significantly in recent years, the number
of people living into their 70s and 80s has grown and will continue
to grow through the 21st century. With this increase comes a larger
number of elderly who have experienced bereavement, especially the
loss of a spouse. Widowhood affects three out of four women. (In 1998
there were 7.8 million widowed women age 65 and older in the United
States and 1.5 million widowed elderly men.) Although the mourning
process is shaped by the mediators discussed in chapter 3, several
features of grief in the elderly deserve to be noted (Moss, Moss, &
Hansson, 2001).

Interdependence

Many elderly widows and widowers were married for a long time,
which leads to deep attachments and to the entrenchment of family
roles. There is interdependence in any marriage. However, in these
lengthy marriages, it is possible that the spouses were highly depen-
dent upon one another. To the extent that the bereaved were highly
dependent on their spouses for certain roles or activities, this makes
for a more difficult adjustment after the loss, especially the accom-
plishment of task IIT (Ott, 2007). Parkes (1992) observes that the
person who died is often the one who previously helped the bereaved
person handle crises. Therefore, the bereaved frequently find them-
selves turning to someone who is not there.
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Multiple Losses

With age, the number of deaths of friends and family members that one
experiences increases. This increased number of losses in a brief pe-
riod can cause a person to be overwhelmed and possibly not to grieve.
Concurrent with the loss of friends, relatives, and family members are
other losses the aging person may experience. These can include the
loss of occupation; loss of environment; loss of family constellations;
loss of physical vigor, including physical disabilities; the diminishing of
one’s senses; and for some, the loss of cerebral functioning. All these
changes, added to losses through death, need to be grieved. But the
ability one has to grieve may be lessened as a result of many losses in an
abbreviated time period (Carr, Nesse, & Wortman, 2006). There was
one hopeful note from a study that showed that older women who had
a physical disability prior to the death of their spouse were amazingly
resilient in handling the death, compared to non-bereaved matched
controls (Telonidis, Lund, Caserta, Guralnik, & Pennington, 2005).

Personal Death Awareness

Experiencing loss of contemporaries such as a spouse, friends, or sib-
lings may heighten one’s personal death awareness. This increase in
the awareness of personal mortality can lead to existential anxiety
(Worden, 1976). Counselors need to be comfortable discussing the
bereaved’s personal sense of mortality and explore the extent to which
this death awareness might be troublesome (Fry, 2001).

Loneliness

Many bereaved elderly live alone. A study done by Lopata (1996)
showed that younger widows and widowers were more likely to move
after the loss, whereas older ones were more likely to remain in the
home they lived in at the time of the death. Living alone can lead
to intense feelings of loneliness, which may be particularly intensi-
fied if one continues to live in the physical surroundings shared with
the spouse. Van Baarsen, Van Duijn, Smit, Snijders, and Knipscheer
(2001) make the distinction between social loneliness and emotional
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loneliness, the latter being the most perduring among the elderly.
There is some evidence that those who had more harmonious mar-
riages experience the most emotional loneliness (Grimby, 1993). Some
elderly cannot continue to live alone after the death of a spouse and
may require institutional care. There is anecdotal evidence to support
the contention that elderly people who are forced to move out of their
homes after losing a spouse may be at higher risk for mortality.

Role Adjustment

The loss of a spouse and its effect on day-to-day living may be more
disruptive for elderly men than for women. Many men face new roles,
particularly homemaking, and may need help adjusting to these roles.
When a woman loses her husband, there often is not the same level of
disruption in terms of her ability to keep house and her self-reliance
as a homemaker. There are certain counseling interventions such as
skill building that can be useful in work with the elderly bereaved,
especially men.

Support Groups

Support groups for the bereaved can be useful at any age, but it is par-
ticularly important for elderly individuals, whose network of support
is often diminished and whose isolation is often pronounced (Cohen,
2000; Moss et al., 2001). Support groups can offer important human
contact to those who are experiencing high levels of social loneli-
ness. In one study, Lund, Dimond, and Juretich (1985) discovered
that both elderly men and women would be willing to participate in
support groups. Those whose main confidant was less available than
previously, those with more depression and less life satisfaction, and
those who perceived that they were not coping well were most eager
to participate in a support group. There was also more willingness
among those between the ages of 50 and 69 to participate in groups
than among those of more advanced age. One should note that per-
ception of support both before and after the death may be more im-
portant than objectively measured social network characteristics in
assessments of support satisfaction (Feld & George, 1994).
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Touch

Another useful intervention is touch. Many men and women, but
particularly men, who've been married for a long time and then lose
their spouse have a strong need to be touched. Without their spouse,
they may find it difficult to get this need met. A counselor who is
comfortable with physical contact can include touching in working
with the elderly bereaved. However, any time touch is used thera-
peutically, the counselor must be clear as to its suitability and must
also attend to whether or not the person is willing or ready to be
touched.

Reminiscing

Another intervention technique is reminiscing, something that is
common among the elderly and can be stimulated therapeutically in
an elderly bereaved population. Reminiscing is sometimes called life
review. It is a naturally occurring process that brings the person to a
progressive return to consciousness of past experiences and, in partic-
ular, to the resurgence of unresolved conflicts. It is generally assumed
that reminiscing serves an adaptational function for the aging person
and that it is not a sign of intellectual decline.

Siblings can often serve as a major resource for life review because
they may be the elderly person’s longest-lived relationship. However,
the older one becomes, the less likely it is that one’s siblings will also
be alive (Hays, Gold, & Peiper, 1997).

Reminiscing contributes to the maintenance of identity. Even
though a person may have lost loved ones, the mental representations
of these people endure. Through the process of reminiscing, the past
can be reworked. The counselor can encourage the client to reminisce,
and this can have a salutary effect, particularly with conjugal bereave-
ment. Elderly individuals never truly lose the deceased, since so much
of what the deceased represented is internalized and significant in the
present (Moss et al., 2001). In recent years we have recognized the
importance of continuing bonds with the deceased through internal
representations of them (Klass, Silverman, & Nickman, 1996). See
task IV in chapter 2.
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Discussing Relocation

The counselor can help elderly individuals decide whether they should
move from their home. This decision, of course, depends on the abil-
ity of the person to take care of him- or herself. However, one should
never underestimate the importance of a home, where the bereaved
may have lived for a long time and which may represent a whole scrap-
book of meanings for the older person. Moving from the house may re-
duce a person’s sense of self as well as dilute the tie with the deceased
spouse. Being able to remain in their homes gives elderly people a
sense of personal control and offers an arena in which they can recall

the cherished past.

Skill Building

It is possible for some of the bereaved elderly to become too depen-
dent on their adult children. Though bereaved, these people have
the capacity to develop new skills and, in doing so, can benefit from
the sense of self-esteem that comes through mastery. One bereaved
elderly woman called her adult children constantly and wanted them
to come to her home to fix things, such as the furnace, even when
these repairs were needed in the middle of the night. The children
were happy to do this for awhile, but it became clear to them that
their mother needed to learn to call the electrician and to take care of
those things that, prior to the death, her husband would have handled.
She was very resistant to the suggestion and felt her children were re-
jecting her. However, reason finally prevailed, and when she did learn
how to handle some of these day-to-day activities, she felt good that
she had developed some of these skills. The counselor needs to keep
in mind that mastery and self-esteem go together, and this is true for
the elderly and the elderly bereaved. However, time for adjustment
may be required. Parkes (1992) reminds us that both grieving and
relearning take time, so a period of dependency on others may be re-
quired to help elderly individuals through this period of transition.

In any discussion of the bereaved elderly, it is important to keep
in mind that research has shown that stresses experienced by this
population may be stronger prior to the death than afterward. This
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is particularly the case when one has been the primary caretaker of a
sick spouse. If this is true, then one might want to begin interventions
early and not wait until after the death has occurred.

While most of the focus in this discussion of elderly bereave-
ment has been on spousal loss, other family deaths are also frequently
experienced. Among these are the deaths of siblings and the deaths
of grandchildren. In the latter case, bereavement support is often
focused on the bereaved parents to the exclusion of the grandparents’
grief.

It is important not to assume that all elderly bereaved are in need
of counseling. Caserta and Lund (1992) found that many bereaved
elderly showed strong resilience. Those coping well had better self-
confidence, optimism, self-efficacy, and self-esteem than those who
coped less well. To this I would add that they also had better health.
With the elderly, as with other age groups, it is important to keep in
mind that there is no universal experience of grief and no universal
way of dealing with it (Bennett & Bennett, 2000). Remember Allport’s
dictum that “each man is like no other man”!

FAMILY VERSUS INDIVIDUAL NEEDS

Before concluding this chapter on grief and the family system, there
are two points I want to emphasize. First, it is important to recognize
that not everyone in a family will be working on the same tasks of
mourning at the same time. Individual family members will process
tasks at their own rate and in their own way. For example, it may be
that bereavement in the elderly takes a long time, and to some extent,
it may not have an end point. Miller and colleagues (1994) talk about a
“timeless attachment” to the deceased. Some elderly, particularly the
“old-old,” may be at a stage in their lives at which it is best for them to
consolidate their memories and draw on them for sustenance through-
out their remaining years.

Families need to be encouraged not to rush a person through
the grief experience. I spoke recently with a woman whose father
had died 4 months earlier. She was very upset with her mother for
continuing to have long crying spells. I tried to help her see that this
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was a very natural thing and that in time her mother would probably
cry less.

An important second point is that individual members of a family
will sometimes be reluctant to come in for counseling with the en-
tire group. But even when met with resistance, it is important for the
counselor to try to include the entire family in the sessions. I like to
have at least one session with the entire family. That way I can see how
the family interacts as a unit, each individual influencing the others.
When the counselor can assess the feelings of all the family members,
the probability is greater that the grief counseling will be effective
and that equilibrium will be restored to the family unit.

If family members are reluctant to attend, the counselor can still
use a family systems approach to work with an individual. Bloch (1991)
reminds us that the issue is not the number of people in the counsel-
ing room but whether the counselor helps the client to understand
family dynamics so that he or she can transmit this to other relevant
members of the system.

NOTE

1. Additional information on this Harvard study can be found in: Worden, J. W. (1996).
Children & grief: When a parent dies. New York: Guilford; and Silverman, P. R.
(2000). Never too young to know: Death in children’s lives. New York: Oxford.
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The Counselor’s Own Grief

Grief counseling presents a special challenge to the mental health
worker. Most of us go into mental health professions in order to bene-
fit the people who come to us for help, but there is something about
the experience of grief that precludes our ability to help. Bowlby
(1980) touches on this when he says:

The loss of aloved person is one of the most intensely painful experiences
any human being can suffer, and not only is it painful to experience, but
also painful to witness, if only because we're so impotent to help. (p. 7)

Parkes (1972) echoes this sentiment when he says:

Pain is inevitable in such a case and cannot be avoided. It stems from
the awareness of both parties that neither can give the other what he
wants. The helper cannot bring back the person who’s dead, and the
bereaved person cannot gratify the helper by seeming helped. (p. 175)

Because the experience of grief makes it difficult for us to be or
feel helpful to the person experiencing bereavement, the counselor
can easily feel frustration and anger. Or the counselor may be so
uncomfortable witnessing the pain in the other person that this dis-
comfort causes him or her to cut the relationship short (Hayes, Yeh, &
Eisenberg, 2007).
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In addition to challenging our ability to be helpful, the experience
of bereavement in others also touches the counselor personally in
at least three ways. First, working with the bereaved may make us
aware, sometimes painfully so, of our own losses. This is particularly
true if the loss experienced by the bereaved is similar to losses that
we have sustained in our own lives. If the loss in the counselor’s life
is not adequately resolved, it can be an impediment to a meaning-
ful and helpful intervention. If it has been adequately integrated, the
counselor’s experience with a similar loss can be beneficial and useful
in work with the client. The counselor who has lost a spouse through
death or divorce, and for whom the loss is very recent, will find it dif-
ficult, if not impossible, to work with a person who has sustained a
similar loss. However, if this counselor has moved through his or her
own bereavement and found a good adaptation on the other side of
the loss, this can be useful and helpful in the counseling intervention.
“Treatment of the bereaved needs to emerge from a compassion based
on recognition of the common vulnerability of all human beings in the
face of loss™ (Simos, 1979, p. 177).

A second area where grief may get in the way is the counselor’s own
feared losses. All of us who work in this area have sustained various
losses in our lifetimes, but we also come to the counseling situation
with apprehension over pending losses—for example, our parents, our
children, our partners. Usually this apprehension is at a low level of
awareness. However, if the loss our client is experiencing is similar to
the one we most fear, our apprehension can get in the way of an effec-
tive counseling relationship (Saunders & Valente, 1994).

For example, if a counselor is overanxious about the possible death
of his children, and if this anxiety is translated into an overprotective
relationship, the counselor may have a great deal of difficulty work-
ing with someone whose child has died. This is especially true if the
counselor has not adequately brought his anxiety into consciousness
and addressed the issue.

Existential anxiety and one’s own personal death awareness are a
third area in which grief counseling presents a special challenge to the
mental health worker. In an earlier book, I addressed this issue and
how this type of awareness can make a person more effective or less
effective as a human being (Worden, 1976). When a client comes for
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grief counseling, the counselor is put in touch with the inevitability of
death and with the extent to which he or she is uncomfortable with
this inevitability in his or her own life. This situation is especially dif-
ficult when the person who's being grieved is similar to the counselor
in terms of age, sex, or professional status, all of which can greatly
increase the anxiety of the counselor. All of us are anxious to one de-
gree or another about our own mortality, but it is possible to come to
terms with this reality and for it not to be a closet issue that makes us
uncomfortable and hinders our effectiveness.

Because grief counseling presents a special challenge to the men-
tal health worker, we encourage the counselors in our training pro-
grams to explore their own histories of losses. We believe that this can
make them more effective counselors. In the first place, it can help the
counselor to better understand the process of mourning, what it is like
to go through the experience of grief, and how the curative process
of mourning takes place. There is nothing like looking at a significant
loss in one’s own life to bring home the reality of the grief process. It
also gives the counselor an understanding of coping strategies and an
idea of how long the process can go on before it comes to an adequate
resolution (Redinbaugh, Schuerger, Weiss, Brufsky, & Arnold, 2001).

Second, by exploring his or her personal history of losses, the
counselor can get a clear sense of the kinds of resources available to
the bereaved. This includes not only what was helpful when one was
undergoing a specific loss, but also what was not helpful. An explora-
tion of this can make for more creative intervention on the counselor’s
part, helping the counselor know not only what to say, but also what
not to say. When looking at personal losses, the counselor can identify
his or her own coping style and how this personal coping style affects
behavior in a counseling intervention.

The counselor can also identify any unfinished business that is still
present from prior losses. The Zeigarnik psychological principle sug-
gests that a task will be remembered until it is completed. The coun-
selor who has a grasp on his or her own life knows about and is able to
face honestly and squarely those losses that have not been adequately
grieved at this particular time, and what he or she still needs to do to
resolve these particular losses. Not only is it important to identify cur-
rently unresolved losses, but it is also important to identity the conflict
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that loss portends for the counselor and the way that conflict can be
identified and dealt with (Muse & Chase, 1993).

Finally, looking at his or her own grief helps the counselor or thera-
pist know his or her limitations with respect to the kinds of clients and
the kinds of grief situations that he or she is able to deal with. Once
Elisabeth Kiibler-Ross and I surveyed 5,000 health professionals on
issues of terminal care (Worden & Kiibler-Ross, 1977-1978). One of
the areas we were interested in concerned difficulties caregivers had
with dying patients. Ninety-two percent of the respondents to our in-
quiry reported that there was at least one type of dying patients with
whom they had special difficulty. The types of patients varied widely,
although there was a certain clustering among the various professional
groups. Because not everyone can work adequately with all types of
dying patients, it is important for the caregiver to recognize personal
limitations and make referrals to other colleagues who can handle
certain cases more effectively.

Similar limitations hold true for the grief counselor. It is important
for the grief counselor to know the kind of grieving person with whom
he or she cannot work effectively and to be able to make a referral or
share the support when faced with such a client. One of the subtle
seductions in the mental health professions is the notion that one is
capable of handling all situations. This obviously is not so, and the ma-
ture counselor knows his or her own limitations and knows when to
refer. The type of client the grief counselor has personal difficulty with
is usually related to the counselor’s own area of unresolved conflict.

LOSS HISTORY

At this point, let me suggest that you look at your own history of losses.
Below you will find a series of incomplete sentences. Complete the
sentences either in the book or on a separate sheet of paper, and spend
some time reflecting on your answers. If possible, talk this over with a
friend or colleague. This reflection on your own life can pay dividends
later on in helping to make you more effective in your own work.

1. The first death I can remember was the death of:
2. I was age:
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w

The feelings I remember I had at the time were:
4. The first funeral (or wake or other ritual service) I ever at-
tended was for:
5. Iwas age:
6. The thing I most remember about that experience is:
7. My most recent loss by death was (person, time, circum-
stances):
8. I coped with this loss by:
9. The most difficult death for me was the death of:
10. It was difficult because:
11. Of the important people in my life who are now living, the
most difficult death for me would be the death of:
12. It would be the most difficult because:
13. My primary style of coping with loss is:
14. I know my own grief is resolved when:
15. It is appropriate for me to share my own experiences of grief
with a client when:

STRESS AND BURNOUT

There is much current interest in the problem of professional burnout
and stress management among health care providers. The concept of
professional burnout was proposed by Freudenberger (1974) and later
developed by Maslach (1982) to describe the progressive professional
ineffectiveness of medical and mental health care workers when they
are under too much stress that is badly managed. One focus of this in-
terest has been the health care providers who work with terminally ill
patients and their families. A recent book entitled When Professionals
Weep (Katz & Johnson, 2006) outlines many of the stress/grief is-
sues of those working in this area. Many bereavement counselors also
work with the terminally ill and have contact with the deceased as
well as the family prior to the actual death. Mary Vachon (1979) has
compared staff stress among those working in a hospice setting and
those working with the seriously ill in a general hospital. She finds
stress in both settings and concludes that the best care can be given if
caregivers are cognizant that they too have needs.
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Since much of my work at Massachusetts General Hospital as
well as several hospices in California has been with terminal patients
as well as with the families’ bereavement issues, I have also been
interested in this issue of staff stress. There are three guidelines that
I would like to suggest to the counselor who may be working with
dying patients. The first is to know your own personal limitations in
terms of the number of patients with whom you can work intimately
and be attached at any given point in time. One can work with a num-
ber of patients and do an adequate job, but there is a definite limit to
the number of dying patients with whom one can work and have any
kind of in-depth attached relationship. This number, of course, varies
from person to person, but it is extremely important for the coun-
selor to recognize personal limitations and not be overly involved and
attached to too many dying people. To the extent that there is an at-
tachment, there is going to be a loss that the counselor will need to
grieve.

In the second place, a counselor can avoid burnout by practicing
active grieving. When a patient dies, it is important for the counselor
to go through this period of active grieving. One thing I find person-
ally helpful and recommend to our staff is that they attend the funeral
service of the person with whom they were working. It is also impor-
tant that they allow themselves to experience their sadness and other
feelings after someone dies and not to feel guilty if they do not grieve
the same way for each death.

Third, the counselor should know how to reach out for help and
know where his or her own support comes from. Sometimes this can
be a very difficult thing for health care workers to do. After lecturing
to a group of funeral directors in the Midwest, I was approached by
a funeral director’s wife who was very concerned about her husband.
He had sustained an important loss and was not doing well. He was
able to help others with their grief but found it very difficult to reach
out for help himself. This man’s experience is similar to that of many
counselors. Counselors are well known for their inability to negotiate
their own help and support systems. Therefore, those of you doing
grief counseling and grief therapy need to know where you get emo-
tional support, what your limitations are, and how to reach out for
help when you need it (Papadatou, 2006).
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For those working in institutional settings such as hospitals, nursing
homes, and hospices, support often comes from others on the caregiv-
ing team, and a team leader can be responsible for facilitating this
support. Regular staff meetings where participants are encouraged
to talk about problems that arise in the care of the dying and their
families, and their own feelings, can help prevent excessive stress and
can facilitate the feelings associated with grief and loss. Mental health
professionals who are not a part of the management team can also be
available to others for private consultation, or to the team, should it
need help. I provided such consultation to the gynecologic service staff
at Massachusetts General Hospital for several years. Parkes (1986), in
speaking of support for staff who work in settings where there are a
number of deaths, says, “With proper training and support we shall
find that repeated griefs, far from undermining our humanity and our
care, enable us to cope more confidently and more sensitively with
each succeeding loss” (p. 7). I believe this is true.

Psychologist Danai Papadatou, who works in a pediatric unit and
teaches nurses in Athens, Greece, has developed a series of six rules
for her pediatric unit that set the guidelines for staff members on how
to handle grief on the unit. I find these particularly useful:

Rule No. 1—Health professionals are expected to invest in and
develop close relationships with seriously ill and dying children.
Rule No. 2—Health professionals are expected to be affected
and express their grief reactions in anticipation, at the moment
of death, or after it. The intensity and expression of their grief,
however, must be tempered and controlled.

Rule No. 3—The grief of health professionals must never be so
intense as to impair clinical judgment or lead to an emotional
breakdown.

Rule No. 4—The grief of professionals must never exceed the
grief of family members.

Rule No. 5—The grief of professionals should never be apparent
to other sick or dying children or to their parents, who should be
protected at all costs.

Rule No. 6—Team members are expected to support each
other in their grief. They can share feelings and thoughts with
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colleagues, such sharing, however, must be limited to specific
times of formal or informal gatherings and must be suppressed
when tending to the care of other children. (Papadatou, 2000,
pp. 71-72)

A Canadian psychologist, Mary Vachon (1987), outlined a grief-
sharing procedure that has been useful in some institutional settings.
After a patient dies, the attending nurse tape-records the circum-
stances of the death, who was present and their reactions, and an in-
formal assessment of which family members might be at risk following
the loss. The nurse also shares personal feelings that he or she may be
having at the time. Later in the week others on the team listen to the
tape during rounds set-up for the entire caregiving team to discuss
deaths on the unit. The tape is used not only to provide information to
those not present at the death, but also to stimulate a discussion about
the loss, to share feelings that have been engendered by the death,
and to assess how treatment could have been different or improved.
Each of the staff signs a sympathy card that is sent to the survivors
about a month after the death.

As part of this discussion of the counselor’s own grief, I want to
comment on the use of volunteers as lay counselors. Personal bereave-
ment has often motivated people to serve as volunteers in the vari-
ous bereavement outreach programs that have proliferated in the past
three decades. Most hospice programs, both here and abroad, use
volunteers in some capacity to work with the dying and their families.
The same holds true for the many widow-to-widow programs stem-
ming from the early work of Phyllis R. Silverman (1986) that have
been so effective. These use widows as volunteers to befriend and
offer counsel to those more recently bereaved.

Volunteers can be effective, but it is my strong conviction that lay
counselors should be people who have worked through their own grief
and have experienced some degree of resolution. I have noticed that
some of the people attending the various training workshops I have
conducted across the country are experiencing acute grief, and their
interest in further training in grief counseling comes from a need to
work through their own grief. I do not believe that grief counseling is
the place for a counselor to work through a recent bereavement—there



Chapter 9 The Counselor's Own Grief 259

are too many blind spots that hinder effective counseling. However,
a person who has gone through a grief experience and come to some
resolution has the potential to do more significant intervention than
someone who has never experienced loss and grief (Nesbitt, Ross,
Sunderland, & Shelp, 1996).

Charles Garfield, founder of the Shanti Program in the San
Francisco Bay Area, found that the volunteers who do the most
effective work are those who have a history of mutually satisfying in-
terpersonal relationships and whose motivations for work are person-
ally relevant. He and his colleagues recommend that programs that
use volunteers be set up to offer training, supervision, support, and
the opportunity to explore one’s style of coping and its effectiveness.
The same would be advisable for professionals working in this field
(Garfield & Jenkins, 1981-1982).
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Training for Grief Counseling

In 1976 Mary Conrad, who was then director of programming at the
University of Chicago Center for Continuing Education, and I decided
to offer a 2-day grief counseling program for health professionals. We
had previously presented workshops geared to help health profession-
als deal with various aspects of terminal illness care, but we shared
the belief that our efforts to train people in this type of care would
not be complete until we addressed the issues of grief counseling and
grief therapy.

We decided on a 2-day format so that we could make the program
as comprehensive as possible, not only to present didactic material but
also to help the participants increase their skills in dealing with be-
reaved individuals. It was necessary to address a wide variety of issues
related to the general area of bereavement. Not only did we want to
present information about the theory of mourning and why it is nec-
essary, but we also wanted to address issues of differential diagnosis
of normal and pathological grief and to look at some of the special
interventions surrounding grief, such as grief from sudden death and
from partial losses such as amputations.

One aspect unique to our program proved to be a very success-
ful training technique. At the beginning of the 2-day program we
divided the attendees into groups of 10 that met throughout the pro-
gram. At their first meeting, after introductions, they shared aspects
of their own grief history. Each member was encouraged to do this,

261



262 Grief Counseling and Grief Therapy

and although on the surface, their experiences of grief were different,
there was an underlying awareness that each had experienced the
pain of loss and bereavement. This awareness of similar experiences
contributed to group dynamics and brought the groups close together
in a relatively short period of time. On the second day, a great deal
of time was given over to role-playing various grief-related situations.
To facilitate this, I had developed a series of vignettes based on cases
in my files that represented a variety of situations and grief-related
issues. They are included in this chapter and can be used in train-
ing. The role-playing was set up in a format similar to one we used at
Harvard Medical School to train medical students in their counseling
skills, particularly with dying patients and bereaved families.

The procedure requires members of the group to volunteer to play
the various roles, which may include family and friends but always
include a counselor in some capacity. The roles are assigned, and the
volunteers are asked to read their parts carefully and adhere to the
script. They are also asked not to discuss their parts among them-
selves. It is very important that each individual know only his or her
part and not the whole vignette because this stimulates creativity and
adds considerably to the vitality and realism of the role-playing situa-
tion. While the volunteers are out of the room, the group leader reads
only the counselor’s part to the remaining members of the group. The
players are then called back into the room, and the session is ready to
begin.

The group leader allows the role-playing to go on as long as it
seems productive and then rotates the part of the counselor to another
member of the group. This is done several times so that at least two
or three people are able to try their skills as a counselor. Then the
whole process is critiqued and evaluated. The various people playing
the counselor are asked to explain the direction they took and what
they had in mind, and the people who played the bereaved talk about
which interventions were helpful and which were not. The observing
group members share their observations, and the group leader can
add his or her own suggestions. After the critique, the same situation
can be role-played again, or the group can go on to a different situ-
ation. The participants in the role-playing, particularly those playing
the counselors, are reminded that they are not expected to be perfect
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and that they are there because they wanted to further their skill
development.

Although 2 days is obviously not enough time to develop experi-
enced grief counselors, this did seem to be a favorable format, and
we have repeated the program for various health professionals across
the country. The basic assumption behind such a workshop is that the
participants already have certain understandings and skills as mental
health practitioners. The purpose of the workshop is to give them
further information about the special aspects related to bereavement
as well as to give them some hands-on experience doing counseling
and having it critiqued in front of a peer group.

Most of the vignettes are set up to address the issue of grief coun-
seling, not the issue of grief therapy. Grief therapy is a much more
complicated procedure and cannot be addressed in such an abbre-
viated manner. Again, as I have emphasized throughout this book,
people should not attempt grief therapy unless they have the neces-
sary education and training. This includes a thorough knowledge of
psychodynamics, including the ability to assess the decompensating
potential of the patient. There are many people who attempt psycho-
therapy without adequate background and training. One of the most
valuable qualities of a good therapist is knowing one’s own limitations
and knowing when to refer or to consult with a more experienced
professional.
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Woman: Twelve weeks ago your husband of 33 years left to drive to an
appointment 100 miles from your home. He was to stay overnight and return
home the next day, but he never returned. Several days later his dead body
was found in his car on a remote road, where he apparently died of a heart
attack. Decomposition was rapid because of the heat, and you were advised
not to see his body. You attended the funeral and burial in his home state, a
great distance from your home. Even now you cannot believe he is dead and
you wait for him to come home. You cry all the time and don’t know what to
do, so you seek counseling.

Counselor: A 58-year-old woman lost her husband to a heart attack
while he was away on a business trip. She never saw his body and is having
difficulty believing he is really dead. Assist her with this first task of mourning
and in any other way she may need your help.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Widow: You are a widow age 75 whose husband died 6 months ago. You are
ill and in a nursing home. You feel sad and lost without your husband. Your
children are living on the coast, and you feel all alone. You have a very strong
desire to give up and die so you can join your husband. You see nothing
left to live for. You just keep telling the staff taking care of you, “Leave me
alone and let me die.”

Social Worker: In a nursing home you are assigned to take care of a 75-
year-old widow who lost her husband 6 months ago. Your task is to help
her with her grief, to get over the loss, and to get back to living again.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Woman: You are 38 and single. Three months ago your alcoholic stepfa-
ther died suddenly of a heart attack. He had come into your life when you
were 3 years old, and over the years he had been physically and sexually
abusive to you until you left home at age 17. You were happy to hear of his
death, are glad that he is finally out of your life, and can only remember
negative things about him. Since his death, you have had several dreams
of him with his arms outstretched to you. You are not sure of the meaning
of the dreams, but you awake from them upset and are unable to go back
to sleep. Your disturbed sleep is beginning to affect your work performance
so you have decided to seek counseling.

Counselor: A 38-year-old single woman has been experiencing sleep
difficulties over the past 3 months since her stepfather died suddenly of a
heart attack. Explore her symptoms in light of her recent loss. If there is
grief work to be done, help her to identify and facilitate it.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 4

Woman: You are a 5l-year-old single woman whose mother has died. The
two of you always lived together and had a close but ambivalent relationship.
You cared for your mother during her lengthy illness, which involved several
hospitalizations. Your mother was not an easy person to get along with, and
several times during her final years you told her in anger that if she didn't
shape up, you would send her off to a nursing home. You really wouldn’t
have, but now that she is dead, you miss her terribly and you're feeling very
guilty about having said these things.

Counselor: A 5l-year-old single woman has approached you for help
with the guilt she has been feeling since her mother’s death. Your task is to
help her reality test her guilt and to find a better way to cope with it.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Widower: You are 29 and your wife of 6 years died of cancer 4 months ago,
leaving you with a 3-year-old son and a 5-year-old daughter. You had a good
marriage and are hurting a great deal and want to find something to help cut
the pain you are now feeling. You believe if you can only get remarried, all
this will be over and behind you. You have dated several women, but each
one has left you feeling more depressed than before. Nevertheless, you still
believe if you can get remarried soon, your kids will have a new mother, you
will feel better about yourself, and your pain will be gone. You will see the
bereavement counselor from the hospice that took care of your wife.

Counselor: You have been asked to see a 29-year-old man whose wife
died of cancer in your hospice program 4 months ago. You did not work with
the family before the death but will now see the husband as part of your
bereavement follow-up.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 6

Woman: Over the past 3 years you have lost your mother, your father, a
brother, and a close friend. All these losses have left you feeling numb.
When you do feel, you are more aware of feelings of anxiety than you are of
sadness. The anxiety has been increasing in recent months and you have
seen your physician several times to check out heart palpitations. The physi-
cian says you are all right physically but that your symptoms are associated
with stress and anxiety. She has sent you to see a counselor to help you
better manage your stress.

Counselor: A physician colleague has referred a woman to you who
needs help to better manage her stress. She has lost several family mem-
bers and friends to death during the recent past. Evaluate the relationship
of these losses to her stress and intervene appropriately with her around
these issues.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 7

Wife: Your 8-year-old child died of leukemia 2 years ago. You are adjusting
to the loss but fear that over time you might forget some of the important
details of your child’s life and your time together. In order to keep this from
happening, you have kept your child’s room intact, just as it was when he
died. Your husband is upset about this. He feels that after 2 years the room
should be dismantled, a few things kept, and the room put to other uses.
Every time you and he discuss this, you end up in a fight and feel estranged
from him.

Husband: After your 8-year-old child died of leukemia 2 years ago,
nothing was changed in his room. This presented no problems for you then,
but now, since 2 years have passed, you are pushing your wife to dismantle
the room, save a few important memorabilia, and rearrange the room to
serve another purpose. To you, keeping the room as it is just adds to your
painful memories. Your wife will not listen to reason and will not change
the room.

Counselor: A couple has approached you to help them arbitrate a
dispute they are having regarding their dead child’s room and possessions.
The husband wants to dismantle the room and the wife doesn’t. Help them
to resolve this problem and to get in touch with their underlying fears and
feelings engendered by this situation.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 8

Wife: Seven months ago your father, age 78, committed suicide by shooting
himself in the head. This came as a complete shock to you, and he left no
note explaining his actions. Your mother had died the previous year, and
though your father lived far away from you, you spoke often with him by
phone and believed that he was making an adequate adjustment to his loss.
Since the death, you have been irritable and short with everyone, especially
with your husband. He is losing patience with you and has threatened to
move out. You reluctantly agree to go with your husband to see a counselor.

Husband: Your father-in-law shot himself recently within a year of losing
his wife. This came as a shock to both you and your wife, and he left no note
to explain his suicide. Since his death, your wife has been unbearable to live
with. She is irritated with every little thing you do. You are so fed up with this
behavior that you have threatened to leave. Before you do, you want to give
counseling a chance, but you are not too hopeful.

Counselor: You will see a couple on the verge of splitting up. You know
from the initial phone contact with the husband that his wife’s father re-
cently died. In your evaluation, see to what extent grief issues may or may
not be contributing to their marital disharmony.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 9

Mother: Your child died in the hospital after living for 3 months. It has been
15 months since the death, and you are still feeling very depressed. You
attended one group session for bereaved parents but left saying, “Story
swapping is not what | need.” You feel a lot of anger toward your husband
for not being there when the baby died and for paying more attention to your
two living children than he does to you. Your own father abandoned you and
the family when you were 5 years old. Recently you have been dreaming of
your dead child, who says in the dream, “You didn’t give me a chance.” A
friend suggested you see a counselor.

Father: After living only 3 months, your newborn died in the hospital from
congenital complications. You feel some guilt over this death, and now you
give your two living children more attention than you gave them before the
death. Your wife has been depressed for the past 15 months since the loss.
Her sadness bothers you and gives you a sense of helplessness. The only
way you know how to help her is to appear strong and confident. This hasn’t
helped. She is going to see a counselor and wants you to go with her. You feel
that you are okay but agree to go if it will help her.

Counselor: A couple lost their baby 3 months after birth. The wife has
been depressed for the past 15 months since this happened. The couple
has two other children. Both the husband and wife will attend the first coun-
seling session. Your task is to see where they are in their grief and decide
whether to work with them individually, as a couple, or as an entire family.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.
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Grief Sketch 10

Father: Your wife died of cancer 10 months ago, leaving you with three
children: a 14-year-old daughter and two sons ages 11 and 6. You are doing
your best to manage as a single parent, but your work requires long hours
and a lengthy commute. You thought that your children would pull together
after the death, but they seem to be going separate ways. You are especially
annoyed at your daughter, who resents taking on household chores, some-
thing you feel she should do because she is a girl and the oldest child. When
the school counselor called to report her truancy, you agreed to see a family
counselor.

Sister: You are 14 and lost your mother to cancer 10 months ago. You
miss her and find your father has become a first-class pain since she died.
He expects you to fix breakfast and dinner, to shop, and to baby-sit your
6-year-old brother. You resent this, are doing poorly in school since your
mother died, and prefer hanging around the mall with your friends to going
to class. You see this as your only private time, since your household respon-
sibilities don’t leave you any other time just for you. You reluctantly agree to
go see the family counselor.

Brother: Ten months ago, when you had just turned 11, your mother
died of cancer. Since then things have been chaotic at home and you prefer
to be out of the house. You spend most of your time with your friends, hang-
ing out and playing hacky sack down at the park. Your older sister is bossy,
and you resent her telling you what to do. You like your 6-year-old brother
but do not share an interest in many of the same activities.

Brother: You are 6 years old. Since your mother died of cancer 10 months
ago, you have felt abandoned. You don’t really understand what happened
to your mother or where she is now. You were not included in the funeral
service. At night you have dreams of her and find these somewhat comfort-
ing. You have few friends to play with, and after school and on weekends you
spend most of your time watching TV.

Counselor: The school has referred a family to you for family counsel-
ing, which may include family grief counseling. The mother died of cancer



274 Grief Counseling and Grief Therapy

10 months ago, leaving her husband and three children—a 14-year-old
daughter, an 11-year-old son, and a 6-year-old son. The daughter has been
truant and is not doing well in school. The boys are not having difficulty in
school, but according to his teacher, the 6-year-old seems lost, and she is
not sure what to do with him. Evaluate this family and develop an interven-
tion strategy.
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Young Man: Your lover of 8 years died 6 months ago of AIDS. You shared a
house and cared for him until he died at home. You feel that you did a lot
of grieving during his 18-month illness. His older sister calls you frequently
for emotional support. Although you like her and would like to help, her calls
make you feel sad, and you would prefer that she not call so often. Her
brother was an important chapter in your life and you miss him, but you now
want to move on with your life. You reluctantly agree to a single visit with her
counselor in the hope that she will back off.

Sister: Your brother, who was 7 years younger than you, died 6 months
ago from AIDS. You helped his lover of 8 years care for him during the
18-month-long illness. You are familiar with this role as caretaker, as your
mother died when you were 12, leaving you, the oldest, to care for the rest
of the family. You feel unsupported and alone in your grief. You are angry at
your brother’s lover and at your husband for wanting to put this difficult death
behind them and move forward with life.

Husband: Your wife lost her brother to AIDS 6 months ago. You liked
her brother and were sympathetic and supportive of your wife during his
18-month illness, but you felt real relief after he died. To you that meant
the ordeal was over and you could get back to normal living. However, your
wife cries a lot and refuses to return to work, and you are feeling frustrated,
angry, and helpless. You reluctantly agree to go visit a counselor, with the
hope that it will bring an end to all this.

Counselor: You have an appointment with a woman whose younger
brother died of AIDS 6 months ago. She is bringing along her husband
and her brother’s lover. Your task is to bring the grief issues to light and to
facilitate their discussion within this family context.
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Mother: Your son, age 15, was killed suddenly one evening a year ago. He
was a passenger in a car driven by his 16-year-old friend, and the car went
out of control. Since that time you have been inconsolable. This boy was your
firstborn, talented, and clearly your favorite. You cannot understand why your
husband and two other children are not as grief stricken as you are. You have
moments of deep rage that are targeted either at your husband, the boy who
drove the car, or your younger son, who won't talk about his dead brother.

Father: You lost your 15-year-old boy in a car accident a year ago. For
the first couple of months you felt devastated and cried a lot when you were
alone. Although you still miss him, you believe that you, your wife, and your
two remaining children need to move on with your lives. Your wife cries much
of the time, and you feel tension in the family. Because of this, you have
contacted a family counselor to straighten all this out.

Brother: You are 13, and your 15-year-old brother died in a car accident
a year ago while riding with a friend. You always felt inferior to your brother,
and you felt somewhat relieved when he died. Now you feel guilty about
these feelings. His memory and presence linger around the house, but when
people talk about him, you get up and leave the room. This behavior upsets
the rest of the family, but you don’t care.

Sister: You are the 9-year-old sister of a boy, age 15, who was killed
when the car he was riding in went out of control. You feel sad and miss your
brother. Your sadness is even worse because your mother is not as close to
you as before, and you feel you have lost her too. You are not sure what to
do to get your mother back.

Counselor: You have been contacted by the father of a 15-year-old boy
who was killed a year ago in a car accident to do family grief counseling. Your
role is to see them, assess the issues, and suggest an appropriate mode of in-
tervention. (This scenario could be played out over several therapy sessions.)

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.



Chapter 10 Training for Grief Counseling 2717

Son: You are 20. Your dad committed suicide 3 months ago in the garage.
You have been experiencing many feelings, especially anger, because he
killed himself. However, most of the time you just feel depressed. You are
drinking a lot and you find that it helps you feel better. You still live at home,
and your mother is concerned about your drinking. When she mentions it,
you either get angry at her or withdraw. You are really not sure at this point
what you feel about your dad. There is some guilt mixed in with your feel-
ings of sadness and anger. You reluctantly agree to go with your mother to
a counselor.

Wife: Your husband killed himself by carbon monoxide poisoning 3 months
ago. You feel both guilt and anger along with the sadness. Sometimes you
get so mad that you find yourself saying, “Damn it, Harold, if you hadn’t
died, I'd kill you for putting me through all this!” You are concerned about
your son’s drinking, which has increased since his father’s death, so you
have sought out a counselor to help the two of you with your problems.

Counselor: A woman and her 20-year-old son have come to you follow-
ing the death of her husband by carbon monoxide poisoning. She is upset
and not functioning well. Her son has been drinking heavily since his father’s
suicide. She finally got him to agree to see you along with her. He is some-
what reluctant. Your task is to help them sort out their feelings and deal with
unfinished business regarding the deceased.
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Grief Sketch 14

Father: Your only child, 8-year-old Timothy, died of leukemia 3 months ago.
You handle your grief by keeping busy both at work and in leisure-time
pursuits. This annoys your wife, but you feel that keeping busy is all that is
holding you together. You would like to have another child soon, but your wife
is not interested in any more children, who might put her through another
loss like the one you've both just experienced. You ask her to go with you to
a minister for counseling.

Mother: Your only child, 8-year-old Timothy, died of leukemia 3 months
ago. Since then you have been depressed and you often cry. You have lost
interest in most of your friends and spend your time alone. You are angry
at your husband, because since Timothy's death, he has kept himself busy
and is unavailable to you. You are also angry because he wants another child
right away. You feel this is insensitive and your relationship is becoming
strained. You agree to go with him to your minister for counseling.

Nurse: You nursed young Timothy, age 8, through his long bout with
leukemia, and you stop by to visit his parents, whom you got to know during
Timothy's illness. You sense that all is not right between them, and you try
to help them with their sense of loss and with their relationship with each
other.

Minister: A husband and wife lost their only son, Timothy, age 8, to
leukemia 3 months ago. They are coming to see you at the husband’s insis-
tence. The wife is reluctant. He wants you to help him with the feelings that
he is experiencing concerning his wife and son. He hopes you will convince
his wife to have another child soon. They are members of your church, but
you have had minimal contact with them.
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Son: Your father has just died after a year-long struggle with cancer. It is
only a few weeks before you are to enter college as a freshman, and you are
feeling anxious about leaving home for the first time and have experienced
panic several times. You feel guilty that you are going to college rather than
getting a job to help your family financially. You feel sad but don't allow
yourself to cry, feeling it's not manly.

Daughter: You are 17 and a senior in high school. Your father has died
of cancer, just prior to the beginning of school. You feel the loss deeply but
can’t express your feelings. When your family wants to talk about your dad’s
death, you withdraw.

Daughter: You are 14 and in the last year of junior high school. Your dad
has just died after a year-long bout with cancer. You want to rebel against
your family and do your own thing but feel some guilt that you might be hurt-
ing your mother. You are annoyed with your older sister because she refuses
to discuss things about your dad’s death.

Mother: You are left with three children—a 19-year-old son, who is just
entering college; a 17-year-old daughter; and a 14-year-old daughter. You
are concerned about how you are going to make it financially and how you
are going to cope emotionally without your husband. You are also in touch
with some anger at your husband for dying and leaving you with all this
responsibility. These feelings scare you. You are concerned about your son
leaving home, your older daughter’s inability to express her grief, and your
younger daughter’s alienation from your family.

Counselor: You have been asked by a mother, who recently lost her
husband after a year-long bout with cancer, to sit down with her and her
three children—a 19-year-old son, a 17-year-old daughter, and a 14-year-old
daughter—and help them discuss their feelings and make realistic plans for
the future. The mother feels overwhelmed by her situation. Your task is to
facilitate the grief work and help them with whatever they ask for help with.
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Grief Sketch 16

Husband: Six weeks ago your only child died in his sleep at the age of
3 months. The death was attributed to crib death. You were very attached
to him and are angry that he left you but find it hard to express this openly.
Your wife wants to get pregnant again soon, but you are reluctant. This has
put stress on your sexual life.

Wife: You lost your 3-month-old child to crib death 6 weeks ago. You
blame yourself for being asleep when the baby died. You believe that it
wouldn’t have happened had you been awake. You are eager to have another
child, but your husband won’t hear of this, and there is a resulting distance
between you and your husband.

Counselor: You have been assigned by the hospital to follow up on a
couple whose only child died suddenly of crib death 6 weeks ago at the age
of 3 months. Your task is to assess how the couple is doing and see what
resources they need at this time.
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Grief Sketch 17

Widow: Your husband of 25 years died of cancer 2 years ago. You were close
to him, but now, at age 51, you are thinking of finding a new partner. This
idea causes you conflict. You feel disloyal to your dead husband, and you are
afraid your friends will think you are crazy. Your children, who are in their late
teens, are very much against the idea of you remarrying. You have sought
counseling to help resolve this conflict.

Counselor: You have been approached by a 51-year-old widow who
wants to find a new partner and possibly remarry. It’s been 2 years since
the death of her husband of 25 years. Assess where she is in the mourning
process, help her deal with her conflicts about beginning a new relationship,
and help her understand when grief is finished.

Minister: A 51-year-old widow in your parish is in conflict over seeking a
new partner 2 years after the death of her husband. You knew her deceased
husband. Your task is to help her resolve this conflict.
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Grief Sketch 18

Boy: You are 9 years old and an only child. Your father died suddenly of a
heart attack 3 months ago, and since then you have been having nightmares.
The day your father died, you had an argument with him before leaving for
school. You feel guilty about this but haven't told anyone.

School Counselor: You have been asked to see a 9-year-old boy whose
father died 3 months ago of a heart attack. His teacher has noticed that
he has become socially withdrawn and his grades have begun to slip. Your
task is to assess what might be wrong and to see how his behavior might be
related to his grief.

From Grief Counseling and Grief Therapy (4th ed.), by J. William Worden, PhD.
Copyright © 2009 by Springer Publishing Company, LLC.



THE TASKS OF MOURNING

To accept the reality of the
loss

To process the pain of grief

To adjust to a world without
the deceased

A. External adjustments:
Living daily without the
person

B. Internal adjustments:
Who am | now?

C. Spiritual adjustments:
Reframe assumptive
world

To find an enduring connec-
tion with the deceased while
embarking on a new life
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(Not believing)

(Not feeling)

(Not adjusting)

(Not growing)

(Not understanding)

(Not moving
forward)
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THE MEDIATORS OF MOURNING

Mediator 1
Mediator 2

Mediator 3

Mediator 4

Mediator 5

Mediator 6

Mediator 7

Kinship (who died)

Nature of the attachment
Strength/security
Ambivalent/conflicted
Dependency issues

Death circumstances
Proximity of death
Expectedness of death
Traumatic death
Multiple losses
Preventable death
Ambiguous death
Stigmatized death

Historical antecedents
Loss history
Mental health history

Personality mediators
Age/gender
Coping style
Attachment style (secure, insecure)
Cognitive style
Ego strength (esteem, efficacy)
Assumptive world (beliefs, values)

Social mediators
Support availability
Support satisfaction
Social role involvements
Religious resources
Ethnic expectations

Concurrent stresses (life-change events)
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procedures for, 156-167
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Reminders, avoiding, 28—29
Reminiscing, 99
elderly grief and, 242
Resilience, 5-6
children and, 6
Reunion, chronic hope for, 165
Role-playing, 106, 170, 262—-263
Role rehearsal, 203
Rumination, 68, 71
interventions and, 71
Ruminative coping, 25

S
Sadness, 18—19, 96-97
balance and, 97
encouraging, 96
fear of, 19
focus and, 96-97
unaccountable, 149
Safety, 14
Samaritans, 182
Saving Private Ryan, 144
Scapegoat, 226, 238
Schmerz, 43
School shootings, 7-8
SCL-90, 175
Searching, 29, 174
Security, 14
Selective forgetting, 41
Self blame, 128
Self-concept, 131
Self-definition, 47
Self-destructive impulses, 149
Self-efficacy, 47-48, 61, 7T1-72
challenge to, 72
loss of, 99
low, 68
Self-esteem, 47—48, 71-72
challenge to, 72
loss of, 99
reinforcing, 237



Self-help groups, 84
Self-punishing behavior, 181
Self-reliance, 69
Self-reproach, 20
Self-sufficiency, 70
Sense of presence, 25
Separation

conflict, 153

distress, 53, 67, 135
September 11, 2001, 49, 63, 130
Sexual abstinence, 227
Sexual abuse, 59, 128, 266
Sexual dysfunction, 147
Sexual intimacy, 227
Sexual partner, loss of, 97-98
Shakespeare, William, 90
Shame, 180
Shanti Program, 259
Shneidman, Edwin, 179
Shock, 22
Shootings

drive-by, 49, 72

school, 7-8

SIDS. See Sudden infant death syndrome

Sighing, 29
Silverman, Phyllis, 5, 231, 258
Sleep disturbances, 26-27, 266
nightmares as, 282
Social integration, 74
improving, 166-167
Social isolation, 133
Socially negated losses, 3, 133
miscarriages as, 195
Socially unspeakable losses, 3, 132
abortion as, 200
AIDS as, 208
suicide as, 184
Social role involvements, 74
Social skills, relearning, 159
Social withdrawal, 27-28, 66, 70
early, 204
Society, interplay between
mourner and, 44
Spiritual adjustments, 4, 48—49
Spiritualism, 41-42
Staff meetings, 257
Stillbirths, 197-199
child’s understanding of, 199
fears after, 198
meaning making and, 198
pregnancy immediately after, 198
siblings and, 199

Index 313

Story swapping, 272
Stressors, 255-259
children and, 232
elderly and, 243
loss-oriented, 53
restoration-oriented, 53
Stroebe, Margaret, 122
Stroebe, Wolfgang, 122
Subjective units of distress (SUDS),
168, 175
Substance abuse, 143
Sudden infant death syndrome (SIDS),
192-195, 280
autopsy permission after, 194
causes of, 192
child abuse and, 193
child neglect and, 193
communication breakdown
after, 193
counseling for, 195
impact of siblings of, 193
information for family after, 194
legal system and, 192-193
managing, 193-194
pregnancies after, 194
preventing, 192
tension after, 193
Suddenness, 60—61
SUDS. See Subjective units of distress
Suicidal thoughts, anger and, 92
Suicide, 111, 132, 179-187, 271, 277
abandonment and, 185
alcoholism and, 183
anger and, 185
assisted, 183
child abuse and, 183
counseling survivors of, 183-187
denial of, 184-185
distorted communication
surrounding, 183, 184-185
explaining, 186
failed attempt at, 180-181
fear as response to, 182
guilt and, 181
main themes in, 180
mass, 130
mental illness and, 186
monitoring risk of, 186
overwhelming feelings from, 140
posttraumatic stress disorder
and, 180
preoccupation with, 182



314 Index

Suicide (continued )
prevention movement, 179, 182
reality of, 184
silence surrounding, 132
as socially unspeakable loss, 183—184
stigma associated with, 180
witness to, 184

Support groups, 206. See also Specific

support groups

elderly grief and, 241

Support satisfaction, 74

T
“The Symptomatology and Management
of Acute Grief,” 17-18
Tape recording, 258
Terminal care, 254
Texas Revised Inventory of Grief
(TRIG), 2, 175
Thought-stopping procedures, 45
Transitional objects, 163
Trauma, 6-9
without bereavement, 7
bereavement without, 7
classic symptoms of, 7
death, 61
sudden death and, 191
Traumatic bereavement, 7
Traumatic distress, 135
TRIG. See Texas Revised Inventory of
Grief
Trust, 14
Tubingen Longitudinal Study of
Bereavement, 73

]

Unexpectedness, 60—61

Unfinished business
counselor’s, 253
death and, 205
sudden death and, 189

v

Vachon, Mary, 255, 258

Values, 72-73

Venting, 65

Vietnam Memorial, 141

Vietnam War, 62, 129, 140-141
veterans of, 143

Violent events, 7, 61, 160—161, 187

Volkan, Vamik, 162, 163, 164

W

Weisman, Avery, 43, 60

When Professionals Weep (Katz &
Johnson), 255

White, Robert, 8

Widow-to-widow programs, 84, 119, 258

Wolfelt, Alan, 8

Wolfenstein, Martha, 230

Worldviews, 7273

Y

Yearning, 22

The Year of Magical Thinking
(Didion), 40

Z
Zeigarnik psychological principle, 253



	Contents
	Preface
	Introduction
	What Is the Nature of Complicated Bereavement?
	Disenfranchised Grief
	Continuing Bonds
	Meaning Making
	Resilience
	Trauma and Grief

	1 Attachment, Loss, and the Experience of Grief
	Attachment Theory
	Is Grief a Disease?
	Normal Grief
	Grief and Depression

	2 Understanding the Mourning Process
	Tasks of Mourning
	Dual-Process Model of Grieving

	3 The Mourning Process: Mediators of Mourning
	Mediator 1: Who the Person Who Died Was
	Mediator 2: The Nature of the Attachment
	Mediator 3: How the Person Died
	Mediator 4: Historical Antecedents
	Mediator 5: Personality Variables
	Mediator 6: Social Variables
	Mediator 7: Concurrent Stresses
	Caution
	When Is Mourning Finished?

	4 Grief Counseling: Facilitating Uncomplicated Grief
	Goals of Grief Counseling
	Identifying the At-Risk Bereaved
	Counseling Principles and Procedures
	Useful Techniques
	The Use of Medication
	Grief Counseling in Groups
	Facilitating Grief Through Funeral Ritual
	Does Grief Counseling Work?

	5 Abnormal Grief Reactions: Complicated Mourning
	Why People Fail to Grieve
	How Grief Goes Wrong
	An Emerging Diagnosis of Complicated Grief
	An Existing Model of Complicated Mourning
	Diagnosing Complicated Mourning

	6 Grief Therapy: Resolving Complicated Mourning
	Goals and Setting of Grief Therapy
	Procedures for Grief Therapy
	Special Considerations for Grief Therapy
	Techniques and Timing
	Dreams in Grief Counseling and Therapy
	Some Considerations
	Evaluating Results

	7 Grieving Special Types of Losses
	Suicide
	Counseling Survivors of Suicide Victims
	Sudden Death
	Sudden Infant Death Syndrome (SIDS)
	Miscarriages
	Stillbirths
	Abortion
	Anticipatory Grief
	AIDS

	8 Grief and Family Systems
	Death of a Child
	Children Whose Parents Die
	Family Intervention Approaches
	Grief and the Elderly
	Family Versus Individual Needs

	9 The Counselor’s Own Grief
	Loss History
	Stress and Burnout

	10 Training for Grief Counseling
	Grief Sketches 1–18

	Appendix
	Bibliography
	Index
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L
	M
	N
	O
	P
	R
	S
	T
	U
	V
	W
	Y
	Z




